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OPERATIVE SURGERY AND TECHNIQUE 


Derache: The Treatment of Ulcerous Cicatrices 
by Circumferential Incisions (Note sur le traite- 
ment des cicatrices ulcéreuses par les incisions circon- 
férencielles). Arch. méd. belges, 1919, xxii, 60. 


The author believes that in extensive ulcerations 
arising from the scars of wounds the best treatment 
is that recommended by Dolbeau for varicose ulcers, 
i.e., circumferential incisions. 

These incisions, which should include the skin and 
the entire thickness of the subcutaneous layers, are 
made parallel to the scar at a distance of from 2 to 
3 cm. from the edge of the diseased tissue. A double 
line may be made on each side. 

The incisions diminish the tension on the scar and 
facilitate the circulation and nutrition of the 
cicatricial tissue. 

The cure obtained by this treatment is often 
rapid. The ulceration in the center of the scar 
quickly changes its aspect and becomes covered by 
a crust. 

The method is very efficacious in rebellious scar 
complications against which the surgeon is often 
powerless. The author has used it extensively and 
almost always successfully. In one case the incisions 
were made eight months after the injury. Less than 
fifteen days later the ulcer was entirely cicatrized 
although the operative wounds were not. 

W. A. BRENNAN. 


Eisendrath, D. N.: Drainage of the Abdominal 
Wall in Acute Appendicitis. J. Am. M. Ass., 
1919, lxxiii, 1871. 

The author uses the McBurney muscle-splitting 
incision for appendectomy and finds that it is large 
enough for the removal of the majority of appen- 
dices. To prevent abdominal-wall infections he 
employs a special arrangement of drains. The first 
drain, which is of rubber tubing, is passed through 
the center of the incision to the peritoneum which 
has been closed. The second drain, of the same 


material, lies upon the internal oblique muscle 
parallel to the line of incision and emerges at the 
angles. The third drain, made of twisted strands 
of silkworm gut, lies upon the external oblique 
muscle parallel to the second drain and also emerges 
at the angles. These drains are ordinarily removed 
with the sutures. 

“In cases in which an abscess has been formed, 
the peritoneum is not closed, but a cigarette drain 
is inserted to the bottom of the abscess cavity.’ 
Pelvic abscesses and spreading peritoneal infection 
complicating appendicitis are drained by a supra- 
pubic stab wound, and the McBurney incision is 
closed as described. K. L. Venue. 


Late Suturing of Wounds (Sur le 


Ducuing, J.: 
Lyon chirurg., 


rapprochement tardif des plaies). 
XVi, 270. 

Ducuing sutured 75 wounds in the late period, 
i. e., about thirty-five days after the injury when - 
the wound was in the course of cicatrization. In 
40 per cent the results were perfect; in 20 per cent 
they were good, about one-third of the wound re- 
maining open; and in 10 per cent they were fair, 
about two-thirds of the wound remaining open. In 
5 per cent the result was a failure. 

Ducuing states that owing to its bacteriological 
and anatomopathologic character the approxima- 
tion of an old wound is more difficult than a primary 
or late primary union of a wound freshly disinfected. 
The operation often frees hidden bacteria. The 
special precautions which must be taken in late- 
sutured wounds are as follows: 

1. The wound must be closed before it reaches 
too late a state in its evolution. Statistics show that 
the proportion of failures is very much higher in 
late than in primary or secondary approximations. 

2. Contrary to the opinion of many surgeons, 
however, a late approximation may be made safely 
and on the basis of the clinical aspect alone if the 
wound appears to be in good condition for healing. 
Under such conditions the clinical examination 


249 


250 INTERNATIONAL ABSTRACT OF SURGERY 


gives as much information as the bacteriological 
examination as the bacteria are usually latent. 

3. Before a late suture is made it is desirable to 
determine by what methods deep sterilization of 
the wound may be effected. Possibly this may be 
obtained by ionization or roentgenization. 

4. In closing the wound the necessary excision 
may be limited to a trimming, but extensive exci- 
sion extending into the healthy parts may be neces- 
sary to obtain a supple wound. Mere curettage of 
the wound edges leaving a good deal of the indurated 
parts is not recommended. 

5. In trimming the skin and approximating the 
muscle layers the formation of dead spaces must be 
avoided. These harbor bacteria and favor bad con- 
tacts between the phagocytes and the micro-organ- 
isms. 

6. When hemostasis is not perfect subcutaneous 
or submuscular filiform drainage is indicated. 

7. Very violent traction on the skin to close a 
wound should be avoided. These manceuvres inter- 
fere with the circulation of the cutaneous strips and 
underlying layers and favor non-union. It is better 
to make only an approximate closure. 

8. Fever following the operation does not neces- 
sitate a total opening of the wound. As a rule such 
opening is not called for even when there is per- 
sisting fever and pain. The removal of a few stitches 
at the point which is most tense and red, followed 
by the application of a wet dressing, is usually 
sufficient. 

9. Total failure of late suture is not a complete 
therapeutic failure as it always leaves a more supple 
wound which generally heals better and after rapid 
disinfection can be resutured. W. A. BRENNAN. 


ASEPTIC AND ANTISEPTIC SURGERY 


Fantus, B., and Smith, M. I.: An Experimental 
Study of the Action of Chloramines. J. Phar- 
macol. & Exper. Therap., 1919, xiv, 259. 


The authors studied the effects of sodium P- 
toluene sulphonchloramine (chloramine-T), P-tol- 
uene sulphonamine and its sodium salt, and P-toluene 
sulphondichloramine (dichloramine-T) on protozoa, 
frogs, guinea pigs, rabbits, and dogs. 

Unicellular animals were promptly killed by very 
dilute solutions of the soluble chloramines. The 
chloramines are powerful irritants, causing inflam- 
matory oedema of the subcutaneous tissue and even 
necrosis of the overlying skin on hypodermic injec- 
tion, inflammation of the mucous membranes on 
local application, and vomiting on oral administra- 
tion. The effect on the mucous membranes was 
studied in the conjunctiva of rabbits. A 1:1,000 
solution of chloramine-T was distinctly irritating 
while a 1:2,000 solution was not. Chloramine-T is 
therefore about three times as irritating as phenol. 

Chloramine-T depresses the central nervous 
system in the order of brain, medulla, and spinal 
cord. This was easily demonstrated in the frog but 
is probably true also as regards the higher animals. 


The depression is due chiefly to the P-toluene sul- 
phonamine. On intravenous injection, chloramine- 
T produces pulmonary cedema which is probably the 
same as that produced by the inhalation of chlorine 
gas. 

The fear has been expressed that wound irrigation 
with the chloramines might be dangerous because of 
their tendency to produce methemoglobin. The 
hzmolytic power of chloramine-T is due chiefly to its 
alkalinity. This is evident from the fact that the 
same power is displayed also by chlorine-free sodium 
P-toluene sulphonamine. P-toluene sulphonamine 
containing no dissociable alkali is not hemolytic. 
Methemoglobin formation due to the chlorine in 
chloramine-T occurs only to a slight degree and is 
shown only in the test tube. Dichloramine-T is also 
slowly hemolytic and slowly changes hemoglobin 
to methemoglobin. I. W. Baca. 


ANZSTHESIA 


Mortimer, J. D.: Postgraduate Lecture on the 
After-Effects (and So-Called After-Effects) 
of Anesthesia. Med. Press., 1919, n.s., cviii, 
595- 

Mortimer concludes that it is a mistake to attri- 
bute so many post operative conditions entirely to 
the anesthetic. While in some cases the anes- 
thetic or its maladministration may be the sole 
cause, in others it may have merely contributed to 
the condition and in others it would be hard to 
trace to it even a remote share in the responsibility. 

Depression and collapse should not be attributed 
directly to the anesthetic save in quite exceptional 
cases. As a general rule the patient’s previous state, 
hemorrhage, stridor, or other reflex disturbances 
leading to surgical shock, are quite enough to 
account for the condition. Moreover, if the anzs- 
thetic has been improperly selected or badly given, 


’ its administrator must be considered responsible. 


Excitement and struggling are less usual during 
recovery from the anesthetic than during the 
induction of anesthesia, but may occur in neurotic 
or alcoholic patients, especially if they are dis- 
turbed. An attack of delirium tremens may be 
precipitated by anesthesia but the anesthetic counts 
for little in its causation. 

Insanity rarely follows operation immediately, 
but may come on during the first two or three 
weeks afterward in predisposed subjects. Here, 
again the anesthetic may be considered only one 
of many contributing factors. 

Vomiting is more apt to occur in sensitive persons, 
in dyspeptics, in the over-fed, and in those in whom 
excretion is inadequate. Faulty preparation, oral 
sepsis, swallowing of mucus or blood, faulty after- 
treatment, such as jolting, feeding too soon, etc., 
however, are often contributory factors. There is 
also the possibility that the disorder for which the 
operation was needed, such as intestinal obstruction, 
has not been fully relieved. Again, the surgeon’s 
procedure may unavoidably cause after-vomiting 
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by direct or reflex action, or the operations and 
bandages may interfere with oxidation and the 
elimination of the anesthetic and waste products. 
Vomiting is more apt to occur when sensitive organs 
are stitched than after their removal, and is some- 
times associated with spasmodic pain. One must 
beware of the after-complications of which vomiting 
is a symptom, i. e., peritonitis, etc. 

Any operation in the region of the diaphragm 
inhibits its action, thus allowing atonic distention 
and nausea. : 

Prolonging the anesthesia does not in itself 
greatly increase the tendency to vomiting. It 
should be remembered that in cases requiring a long 
operation other causes of after-vomiting are 
present more often than in cases requiring a short 
operation. As a rule nitrous oxide and ethyl chloride 
do not cause vomiting unless blood is swallowed. 
After ether, vomiting is more usual, but occurs only 
once and then usually before the return of conscious- 
ness. There is no special tendency to vomiting 
from a mixture of chloroform and ether. Chloro- 
form is followed by vomiting less often than ether, 
but when it is so followed the vomiting is apt to be 
prolonged and serious. Vomiting is a marked 
symptom in a condition known as ‘‘delayed chloro- 
form poisoning.” 

To overcome retching and vomiting a small 
tumblerful of hot water in which a teaspoonful of 
bicarbonate of soda has been dissolved should be 
slowly sipped. This will clear the stomach one 
way or the other. If the patient complains of the 
taste or smell of the anesthetic, his mouth should 
be rinsed, and he should suck a thin slice of lemon 
or inhale aromatic vinegar. 

The urine should be tested, especially if there is a 
possibility of acetonuria or uremia. Examination 
of the fundus oculi may give early indication of an 
intracranial disorder. Presuming that there is no 
evidence of any condition requiring further opera- 
tion, sedatives, such as bromides, may be given to 
neurotic patients, or morphine if there is persistent 
pain or irritation. The latter drug must be used 
with caution, for if the sickness depends on im- 
perfect climination, morphine makes matters worse 
as it may cause intestinal atony and mask compli- 
cations. 

Lavage of the stomach is especially valuable 
when the stomach is apt to contain decomposing 
material. The author urges that it be done as a 
matter of routine after any operation for intestinal 
obstruction. The bowels should be well cleared. 
If there is atonic distention, strychnine, ergotinine, 
eserine, or pituitrin is recommended unless the 
patient has high blood pressure or a weak heart. 
Abdominal massage should be given when possible. 
If necessary, a rectal tube may be left in place for 
an hour or so at a time. The Fowler or sitting-up 
position is advisable. 

As regards postoperative pulmonary complica- 
tions, it was shown by Pasteur in 1911 that these 
are due mainly, not to the anesthetic, particularly 


the irritating vapor of ether, as was formerly sup- 
posed, but to inhibition of the action of the dia- 
phragm caused by bronchopneumonia and opera- 
tions to collapse the lungs. Among many other 
predisposing and exciting causes may be mentioned 
catarrhal and septic conditions of the air-way, lack 
of general resistance, chilling, over-dosing with 
ether, inhalation of fluid, the use of dirty apparatus, 
the dorsal position, and hypnotic drugs. (Edema 
of the lungs may follow excessive intravenous infu- 
sion, while pulmonary embolism, septic or non- 
septic, may occur especially after operations involv- 
ing large veins. Careful selection and administra- 
tion of the anzsthetic, measures to secure a free 
air-way and prevent inhalation of fluids, and the 
use of oxygen and atropine in certain cases are 
obvious safeguards. ISABELLA HERB. 


Farr, R. E.: Some Adjuncts Which Promote 
Efficiency in the Use of Local Anzsthesia. 
Am. J. Obst., 1919, 1xxx, 653. 


A brief review of the problem of anesthesia dis- 
closes the fact that modern anesthetics are far from 
perfect. From.the standpoint of safety, both imme- 
diate and remote, procaine is the most satisfactory. 

The author claims that it is possible to perform a 
large amount of surgical work under local anas- 
thesia, but that before the method is generally 
adopted the armamentarium and the technique of 
producing anesthesia must be improved and 
simplified and present-day methods of operating 
must be changed. 

The article contains a description of a method of 
introducing the anesthetic which is painless except 
for the formation of the initial wheal. The method of 
choice is infiltration when it does not interfere with 
the anatomical relation of the tissues, but in some 
cases, hernia for example, nerve blocking is recom- 
mended. Abolition of the reflexes of the abdominal 
wall is the ideal as this invariably gives a negative 
intra-abdominal pressure and the viscera recede 
rather than extrude from the operative wound. 

In the technique, vertical retraction and great 
care in the handling of the tissues are the main 
strategic points. Abdominal packs are unnecessary 
except to prevent soiling. 

Particular attention is called to the great efficacy 
of local anesthesia for operations upon children. 
For some years the author has been using this 
method with considerable success, even for children 
as young as two days. Among the operations per- 
formed were appendectomies, herniotomies, trans- 
positions of the testicle, the Rammstedt operation, 
closure of spina bifida, circumcisions, operations for 
cleft palate, dissections in the neck, trephinings, and 
work on the extremities. The facts mentioned 
regarding the technique are even more important 
in the cases of children than in operations upon 
adults. 

Some of the advantages of local anesthesia are its 
safety and comfort and the greater efficiency it 
affords in operating. 
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SURGERY OF THE 


HEAD 


Rivarola, R. A.: Tumors of the Brain in Children 
(Los tumores del encefalo en los ninos). Semana méd., 
1919, Xxvi, 636. 


In a study of the case reports in the literature 
Rivarola is impressed by the length of time that 
usually elapses between the first examination of the 
patient and the operation. It has been said that 
this delay is due to the difficulty of making a diagno- 
sis but there have been cases in which, though the 
diagnosis was made definitely, operation was post- 
poned for months and in one instance for a year and 
a half during which time futile treatments with 
mercury were given. Such a state of affairs deserves 
severe criticism. 

The author’s experience was wholly with patients 
under 15 years of age and he therefore does not 
assume to generalize concerning adult patients. It 
appears to him, however, that there is a manifest 
difference between the condition in children and in 
adults. In children tuberculoma is much more 
frequent than in adults, while in adults syphiloma 


_is very much more frequent than in children. The 


difference between brain tumors in children and in 
adults which Rivarola wishes to emphasize particu- 
larly, however, is that of the symptoms presented. 
It is useless, he believes, to seek the same symptoms 
in children which adults present under similar 
circumstances. 

Tuberculous tumors are the most common of the 
brain tumors in children. Hydatid cysts are next 
in frequency, and then follow gliomata, glio- 
sarcomata, psammomata, etc. Early diagnosis is 
essential in order that rational treatment may not 
be delayed. 

In the majority of cases the early diagnosis of 
tumor of the brain in children is not a matter of 
great difficulty, and inability to make a diagnosis is 
usually due to faulty examination or insufficient 
knowledge of the normal functions of the different 
regions of the brain and nervous system. 

To make a prompt diagnosis it is necessary to 
know the various symptoms that make up the com- 
pression syndrome. In children this syndrome is 
represented by four cardinal symptoms which are 
almost never absent and nearly always associated, i.e., 
headache, vomiting, constipation, and cedema of 
the papilla. 

Operation to be successful must be done early. 
A tumor of the brain is always a grave condition. 
Left to itself, it leads slowly and surely to death. 
If operation is delayed until after the tumor has 
had months in which to develop the patient is 
emaciated and unable to withstand the treatment. 
To operate early is to do the greatest possible good. 
If the tumor is extirpated the disease is cured at least 
temporarily. If the tumor cannot be extirpated the 
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craniotomy will relieve the symptoms of compression 
and hypertension. 

It seems to Rivarola that as regards operation the 
nature of the tumor is of little consequence. The 
only form for which operation is not indicated is the 
syphiloma. A tuberculoma should always be re- 
moved. If it is solitary it should be extirpated and 
the patient afterward appropriately treated for the 
primary tuberculous infection to which the brain 
lesion was secondary. 

Lumbar puncture for examination of the spinal 
fluid does not assist in the diagnosis and is not 
without danger. Therefore it should not be prac- 
ticed regularly, and when for any reason it is 
necessary, it should be done with the child in the 
recumbent position and only a very small quantity 
of fluid should be withdrawn. Neither is roent- 
genography of any great assistance in the diagnosis 
except when there is spreading of the sutures or 
deformity of the sella turcica in tumors of the 
hypophysis. The intradermal tuberculin reaction, 
the Wassermann reaction, Ghedini’s reaction, etc., 
are of no particular value in establishing the nature 
of the tumor. 

The effect of the radio-active substances in the 
treatment of tumors of the brain is still to be 
established. M. M. Martutes. 


McCaw, J. F.: Gangrene of the Temporosphe- 
noidal Lobe, Right Side, of Otitic Origin— 
Operation and Extensive Excision of the Lobe 
—With Recovery. Avn. Otol., Rhinol. & Laryn- 
gol., 1919, xxviii, 823. 

McCaw reports a case of gangrene of the tem- 
porosphenoidal lobe complicating a chronic sup- 
purative otitis media of twenty years’ duration 
which had undergone acute exacerbations. During 
one of the exacerbations operation was performed 
and the dura was found to be greenish and gan- 
grenous. As incision of the dura revealed a similar 
condition of the brain, the greater portion of the 
temporosphenoidal lobe was cut away with the for- 
ceps and scissors. This was, of the consistency of 
soap and greenish and gangrenous throughout. 
There was no bleeding. Normal brain tissue was not 
entered. The excavated cavity in the brain was 3 in. 
inward and 3% in. forward from the surface of the 
wound. The patient made an uneventful recovery. 
From a mental and moral pervert he was restored to 
the community as a reliable and fairly good citizen. 

Two months later a plastic operation was per- 
formed for a small cerebral hernia about 1% in. in 
diameter. The flaps were elevated thoroughly and 
the entire wound lightly curetted. A flap fashioned 
from the posterior flap of the mastoid wound, 
including the periosteum and overlying tissues ex- 
cept the skin, was then cut free at its lower part, 
carried upward and forward, and sutured to the 
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periosteum at the upper and anterior part of the 
wound. This covered the hernia and gave it sup- 
port. Further support was given by another flap 
made from the posterior auditory canal to enlarge 
the meatus which was carried upward and back- 
ward and sutured to the upper part of the posterior 
wound flap. O. M. Rort. 


Pieri, G.: Gunshot Wounds of the Medulla and 
Meninges (Le ferite d’arma da fuoco del midollo e 
delle meningi). Chir. d. organi di movimento, 1919, 
iii, 257. 

Pieri’s study of spinal-cord injuries is based on 
119 clinical cases observed during the war: 110 
lesions of the meninges and cauda, 9g lesions of the 
meninges. 

Of the 110 meningeal and caudal lesions, 40 were 
rifle bullet injuries, 55 were due to shrapnel, 11 
were caused by grenades, and the balance due to 
larger firearms. 

The study of these cases demonstrates the diverse 
course of the projectiles: 

1. Traversing the spinal column and injuring the 
medulla or the cauda directly. 

2. Traversing the spinal column with injury 
either to the medulla (or cauda) or the meninges. 

3. Striking and fracturing the arcs at a tangent, 
and, in ricocheting, producing irreparable lesions in 
the underlying medulla (6 cases). 

4. Striking a vertebral body directly and, be- 
coming embedded therein, producing a_ severe 
indirect lesion of the cord (2 cases). 

The data studied show that war projectiles by 
their characteristic ballistic properties injure in 
their passage through the vertebral column princi- 
pally the cord. The medullary injury is indirect. 
The projectiles commonly removed in civil surgery, 
on the other hand, injure the medulla by their 
presence in the spinal canal and the injury is essen- 
tially direct. 

The anatomopathologic study of these lesions is 
based on 41 autopsies and 15 biopsies. In cases of 
clinically total lesions in which the state of the 
cord was directly verified at autopsy or operation 
there were 7 types of cord lesion: 

1. Complete section of the medulla and of the 
pia with diastasis of the stumps as well as lesions 
of the dura (7 cases). 

2. Apparently complete section of the medulla, 
but not of the pia, with lesion of the dura (1 case). 

3. More or less extensive disruption of the 
medulla and of the pia with lesion of the dura (6 
cases). 

4. More or less extensive section of the medulla 
and of the pia and a lesion of the dura (6 cases). 

5. Complete through and through perforation of 
the medulla, pia, and dura (2 cases). 

6. Intrapial softening of the medulla with integ- 
rity of the pia and dura (10 cases). 

7. External macroscopic integrity of the medulla 
and meninges (6 cases). 

In 72 of the 110 cases the lesions were found to 
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be total, in 22 partial, and in 16 caudal. The partial 
lesions in 15 cases were of the bilateral type. Five 
of the 22 seemed attributable to a direct lesion, 7 
to an indirect lesion, and ro to a unilateral lesion. 

Of the caudal lesions 10 appeared to be of de- 
structive type, while 6 were transitory and appeared 
to be due to a contusion. 

The results in the 110 cases were as follows: 

1. There were 50 deaths in 72 cases of total lesion. 
The 22 survivors were transferred to other hos- 
pitals without signs of improvement. 

2. Of the 22 patients with partial lesions 5 died 
and 17 were transferred improved. 

3. Of the 16 patients with caudal lesions, 7 died 
and 9 were transferred either cured or improved. 

The statistics of the r1o cases, therefore, show 62 
deaths, 22 cases in which there was no improvement, 
and 26 cases in which the condition was improved 
or cured. 

Only 28 of the 110 patients were operated upon, 
and of these, 19 died, 4 were benefited and 5 were 
transferred to another hospital in an unchanged 
condition. In 22 cases the operation consisted of 
extraction of the projectile. In 2 cases the projectile 
was not extracted because it was embedded too 
deeply in the vertebral body. In 6 cases an operation 
was performed as it was believed that the cord was 
compressed by fragments of bone. In 1 of these 
cases no bone lesion was discovered; in 3 the bone 
injuries did not cause the cord symptoms; in 2 the 
bone lesions were very severe and the cord injury 
was irreparable. 

In 56 cases in which a direct examination of the 
local anatomical conditions was possible appreciable 
bone lesions were lacking in 10 and in the other 46 
the lesion either did not cause compression of the 
cord or was too severe and the cord was irreparably 
injured. Excluding from the indications the cases 
of transfossal wounds, there remain those in which 
the projectile was embedded in the spine (30 cases 
in 150), those in which the projectile was outside 
the canal (13 cases in 33), and those in which it was 
partly or wholly in the canal (20). Indications for 
operation are given only in such cases and those 
in which there is only a partial lesion of the cord 
or of the cauda. In the total number of wounds 
observed, therefore, there were clear indications for 
operation in only 7 cases out of 110. 

The conclusions to be drawn from the anatomo- 
pathologic and clinical study of these cases and 
from the results obtained are: 

1, Total lesions of the spinal cord contra- 
indicate operation because of the inefficacy of suture 
of the cord. Cord lesions produced by modern war 
weapons, moreover, appear to present anatomical 
conditions which are least adapted to suture (in 
38 cases of total lesion observed at gperation or 
autopsy only 8 showed a clean complete section; 
in the 2 cases in which suture was done it was not 
beneficial). 

2. Lesions of the cord due to transfossal wounds 
contra-indicate operation. An operation would not 
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permit the repair of cord lesions nor, except in 
very rare cases, the removal of the agents of com- 
pression such as clots which might be eliminated 
by lumbar puncture or bone fragments. 

W. A. BRENNAN. 


Martin, B.: Fat Transplants in Traumatic Epi- 
lepsy (Ueber Fettransplantation bei traumatischer 
Epilepsie). Deut. med. Wchnschr., 1919, xlv, 1011. 


Martin gives the clinical histories of 5 cases of 
traumatic epilepsy in which fat grafts were used. 

The macroscopic and microscopic examination 
in some of these cases showed that the greater part 
of the graft disappeared and was replaced by con- 
nective tissue the morphological structure of which 
was preserved. Part of the graft became necrotic 
and encapsulated. 

For some time after the placing of the graft the 
patients were entirely free from attacks, but the 
seizures soon recurred and were so intensified that 
it was necessary to remove the remnants of the 
grafts. 

The interposition of a soft elastic body to remove 
the pressure and irritation of scar tissue on the brain 
is therefore only temporary and the capsulated 
graft ultimately forms adhesions with the brain. 

The results in the 5 cases reported demonstrate 
that the method is of no value as a means of treat- 
ing traumatic epilepsy. A relapse occurred in 3 of 
these cases within a very short period. The healing 
of the wound in all was without reaction. The 
patients showed improvement for a longer or shorter 
period but only one remained without an attack 
for nine months after the operation and he suffered 
violent pain in the head. W. A. BRENNAN. 


Joseph, J.: Plastic Operations on the Face, Es- 

poset Rhinoplastics (Zur Gesichsplastik mit 

sonderer Beruecksichtigung der Nasenplastik). 
Deut. med. Wchnschr., 1919, xlv, 959. 


Joseph had an extensive number of cases for plas- 
tic surgery during the war and sums up the conclu- 
sions based on this experience as follows: 

1. In the use of flaps from the cheek to correct 


- defects in the nose, a flap should be taken from 


both sides. In the cases of women the skin of 
the arm is usually preferable. 

2. In the construction of a missing septum a 
bridge may be made from the cheek flap. 

3. In cases of a defect of the lower part of the 
nose the mucous membrane may be replaced by 
forming a flap from the skin of the upper part of 
the nose and suturing it to the inner edge of the wall 
of the pulled-down nasal stump. The large outer 
round surface may then be covered with skin from 
the forehead, cheek, or arm. 

4. In tatal and subtotal rhinoplastics defects 
in the mucous membrane may be corrected with 
flaps from the surrounding cheek tissues so formed 
that their skin surface is placed inward and wound 
surface outward, and one of them replaces the lower 
and the other the upper half of the defective nasal 


membrane. The remaining defects may then be 
repaired with material from the forehead, arm, or 
the cheek. 

5. In defects of the nasal ale the missing part 
may be supplied with a flap formed from the skin 
immediately overlying it and the surface then cov- 
ered with a skin strip taken from the forehead, 
cheek, or arm. 

6. Small nose tip defects should be repaired with 
pedunculated skin flaps from the skin of the bridge 
of the nose. 

7. Secondary forehead defects should be at once 
covered with one or two sufficiently large peduncu- 
lated flaps from neighboring areas. 

8. To obtain a normal profile in cases of flat or 
newly formed noses, two or three pieces of wedge- 
shaped bone may be used. 

9. When in nasal and other facial defects other 
methods are not applicable or give imperfect re- 
sults, a last resource is transplantation of skin 
from the outside of the upper.arm. The arm should 
be placed in position with the elbow in front of the 
chin and the hand upon the opposite shoulder. 

10. Defects of the upper lip as a rule should be 
corrected with skin flaps from the cheek or throat 
taken from both sides. The red part of the lip may 
1 formed from the mucous membrane of the lower 
ip. 

11. Defects of the lower eyelids may be repaired 
with the forehead skin, and a combination of nose 
and eyelid defect corrected by means of a bridge 
transplanted from the forehead to the nose region. 

Joseph describes the various methods in detail 
and gives a number of ea to illustrate his 
results. W. A. BRENNAN. 


Shaw, D. M.: Perverted ‘‘Functional’’ Activity in 
the Production of Jaw Deformities. Internat. 
J. Orthodont. & Oral Surg., 1919, V, 724. 


In this article the author confines himself to a 
consideration of the jaw deformities occurring in 
children which are recognized chiefly as irregularities 
or abnormalities in the position of the teeth. He 
reviews some of the theories advanced as to the 
etiology of these deformities, such as those ascribing 
them to a lack of functional exercise due to the 
ingestion of soft foods exclusively, faulty |pituitary 
secretion, and defects or wrong use of the respira- 
tory parts. He points out that some of the explan- 
ations offered are diametrically opposed. 

Shaw has searched for positive factors by closely 
observing large numbers of children in the act of 
masticating. He observed in many cases an excessive 
amount of manipulation of the food by the tongue. 
Reduction of the food by the cheek teeth was carried 
out only partially or not at all. Morsels were rolled 
about and squeezed by the tongue and bolted. A 
large proportion of the daily intake was manipulated 
and mashed by the tongue against the anterior sur- 
face of the palate. In some cases tough morsels 
were reduced by the anterior teeth, the cheek teeth 
being absent, carious, or in malocclusion. In this act 
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also the tongue was used abnormally as regards 
direction, force, and time. 

This abnormal and perverted use of the tongue, 
the author believes, is a positive factor in the produc- 
tion of protrusion of the upper jaw and the following 
abnormalities found associated in a majority of such 
cases: (1) the high level obtained by the alveolar 
anterior border of the mandible; (2) shortening of 
the body of the mandible; (3) increased depth or 
low level of the premolar and molar region in the 
maxilla and mandible; (4) narrowing of the arches; 
and (5) a backward bite of all or nearly all of the 
mandibular teeth. 

The tongue is pulled forward by the genio- 
hyoglossal muscles which will exert a backward 
pull upon the mandible. Its upward thrust will be 
accompanied by an upward pull on the mandible 
through the same muscles, while the mylohyoid 
muscles furnish the base upon which the tongue 
rests. Abnormal perverted activity on the part of 
the tongue in these directions during the period of 
development of the jaws will bring about the de- 
formities enumerated. 

The action of the tongue produces the protusion 
of the upper jaw, that of the geniohyoglossi raises 
the level of the incisive border of the mandible and 
shortens its body. Downward pressure of the 
tongue on the mylohyoid diaphragm causes the low 
level of the premolor and molar region, narrowing 
of the arches, and a tipping in of all the lower cheek 
teeth. Louis ScHULTZz. 


NECK 


Beck, J. C.: Experiences in the Surgery of the 
Thyroid Gland. Ann. Otol., Rhinol. & Laryngol., 
1919, xxviii, 728. 

Operation should be performed in cases of 
exophthalmic goiter not cured by the removal of 
septic foci; on thyroid glands interfering with 
respiration, speech, or digestion, or causing laryngo- 
tracheal cough; on large thyroids when the patient 
so desires for cosmetic reasons; and in cases of 
primary malignancy of the thyroid. 

Beck gives 4 gr. morphine with 1/150 gr. atropine 
one-half hour before operation and % gr. morphine 
at the beginning of the operation. He prefers local 
anxsthesia induced by 1 per cent apothesin or 
procaine solution to general anesthesia, but while 
handling the gland, especially in the depths of the 
neck, he adds nitrous oxide and oxygen by mouth 
tube. General anesthesia he uses only for very 
nervous patients and even in such cases begins the 
operation under local anesthesia. 

Catgut ligatures are used and the vessels are tied 
off early. As a rule portions are removed from both 
‘lobes to make the neck symmetrical. In advanced 
malignancy tracheotomy may be required and 
resection of the clavicle may be necessary to reach 
the trachea below. In many of Beck’s cases no 
drainage was used and the lack of it did not seem to 
have any unfavorable effect. 

The article includes also a description of the 
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technique of orbital decompression for the manage- 
ment of exophthalmos, as well as seventeen short 
reports of various types of cases, four of which were 
cases of lingual thyroid. C. R. STeNKE. 


Means, J. H., and Aub, J. C.: The Basal Meta- 
bolism in Exophthalmic Goiter. Arch. Int. 
Med., 1919, xxiv, 645. 

This discussion is based on 345 metabolism 
observations made on 130 patients and covering a 
period of four and one-half years. 

The gas exchange of persons with hyperthyroidism 
is elevated above the normal. Accordingly the 
degree of elevation may be used as a measurement 
of the degree of thyroid intoxication. 

In the investigations reported the basa] exchange 
was determined with the Benedict universal respira- 
tion apparatus and the heat production calculated 
therefrom. Up to April, 1917, the writers used the 
calorific value.of oxygen for the respiratory quotient 
obtained but after that time they determined the 
oxygen only and assumed a respiratory quotient 
of 0.82. The body surface was determined from 
DuBois’ height-weight chart. 

It was shown that the elevation in the metabolism 
in thyrotoxicosis runs parallel to the clinical evidence 
of intoxication. 

Tables are presented to illustrate the importance 
of metabolism determinations for purposes of 
differential diagnosis in cases of obscure thyroid 
disease. Table 2 shows that for the most part 
patients with goiters but without clinical signs of 
thyrotoxicosis have a normal metabolism and do 
not become toxic subsequently. Table 3 indicates 
that in cases with suggestive symptoms patients 
with a normal metabolism do not develop exophthal- 
mic goiter subsequently, while those with an 
elevation often do. 

By means of the basal metabolism as an index 
of toxicity, the authors sought to determine the 
effect of roentgen-ray therapy and partial thyroid- 
ectomy on the course of exophthalmic goiter. 
There are always confusing factors, however, such 
as rest and drugs, and the tendency to spontaneous 
recovery. 

1. The effect of rest: In a group of patients the 
average metabolism at the beginning of a period of 
complete rest in bed was +81 per cent and after 
from one to three weeks +62 per cent. In not a 
single case in the series was the metabolism brought 
to within normal limits by rest alone. 

2. The effect of quinine hydrobromide: The 
average metabolism was +58 per cent before 
the drug was administered and +47 per cent 
after its administration, the fall being therefore no 
greater than that obtained by rest alone. 

3. The effect of the roentgen ray: Under roent- 
gen ray treatment the group as a whole showed 
progressive improvement as measured in terms 
of the metabolism. 

4. The effect of surgery: A marked fall in the 
metabolism immediately after lobectomy, followed 
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by a secondary rise, was common, though not 
invariable. 

5. Comparison of roentgen-ray therapy and sur- 
gery: In the third year after treatment was well 
established, the end-results in the surgical and 
roentgen-ray groups were identical, ie., group 
averages of +13 per cent in each case and all the 
patients leading normal lives. In the roentgen-ray 
group the improvement was gradual but pro- 
gressive. In the surgical group a sudden marked 
improvement was followed by a subsequent relapse. 
In groups of cases of equal toxicity it would seem 
that the chance of cure in exophthalmic goiter is as 
good with roentgen-ray treatment as with surgery. 

6. The relationship between metabolism, weight, 
and pulse: In about 60 per cent of the cases there 
was a close parallelism between the pulse and the 
metabolism, and in the remainder a certain amount 


SURGERY OF 


CHEST WALL AND BREAST 


Graham, E. A.: The Maximum Non-Fatal Open- 
ing of the Chest Wall. J. Am. M. Ass., 1919, 
Ixxii, 1934. 

In a previous article with P. D. Bell, the au- 
thor presented evidence to show that the prev- 
alent conceptions of the collapse of one lung and 
the maintenance of respiration with the other in a 
unilateral open pneumothorax are erroneous. Un- 
less the mediastinum is very firmly fixed with adhe- 
sions, the pressure is practically the same in the 
unopened as in the opened side. It has been shown 
also that a bilateral open pneumothorax in a normal 
chest is not more dangerous to life than a unilateral 
opening, provided the combined areas of opening on 
the two sides are no larger than the area of opening 
on one side. The writers arrived at the following 
formula for determining the maximum non-fatal 
opening of the chest wall: 


V— 


Here V is the vital capacity; R, is the rate of 
respiration before the opening is made; R2 is the rate 
of respiration after the opening is made; T is the 
tidal air (approximately 500 c.c.); a is a factor less 
than 1 (assumed to be 0.8); and C is the area of the 
glottis (about 2.25 sq. cm.). 

The vital capacity they believed to be 3,700 c.c. 
Since then, Graham has become acquainted with the 
work of Peabody and Wentworth, in which it is 
shown that the average vital capacity is greater in 
men (being about 4,633 c.c.) and that it varies con- 
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of parallelism. This indicates that during rest the 
pulse rate is a fairly good index of the patient’s 
progress. 

In about 20 per cent of the cases there was some 
evidence of a reciprocal relationship between the 
body weight and the metabolism curve, but in 
80 per cent there was none. In some cases the 
weight increased with a rising metabolism and vice 
versa. 

No constant relationship of the sugar curve to 
the end-result could be demonstrated. — 

The authors believe that the roentgen ray should 
be tried first in the management of exophthalmic 
goiter and that resort should be had to surgery 
only after the roentgen ray and other medical 
measures have failed. Moreover, if the metabolism 
remains elevated after operation the roentgen ray 
should be employed again. E. H. Poot. 


THE CHEST 


siderably with the height of the individual. If these 
values are used, the area given by the formula would 
of course be greater. This may explain the criticism 
that the opening allowed by the Graham and Bell 
formula is too small. It must be remembered, how- 
ever, that the apparently large openings observed in 
the chest wall in war surgery were actually smaller 
than they seemed as the gauze, the operator’s 
fingers, the packing, and the lung itself protruding 
into the incision tended to reduce the actual open- 
ing and the amount of air sucked in at each respira- 
tion. 

Peabody and Wentworth have verified the state- 
ment of Graham and Bell that the value of X 
would be diminished by the presence of any condi- 
tion which would reduce the available breathing 
space of the lungs. They found that with pleural 


effusion the vital capacity varied between 74 and 


42 per cent of the normal, and that following aspira- 
tion of the fluid the vital capacity increased. This 
increase, however, occurred after a lapse of time 
following aspiration, a fact which indicates clearly 
that in cases of acute empyema the danger of open 
pneumothorax created for drainage cannot be 
disregarded as the withdrawal of the fluid alone will 
not immediately relieve the patient sufficiently to 
make open pneumothorax safe. _R. B. BeTrman. 


Handley, W. S.: Paget’s Disease of the Nipple. 
Brit. J. Surg., 1919, vii, 183. 

The author advances the theory that Paget’s 
disease is usually preceded by carcinoma and that 
the eczematous condition is the result of carcinoma 
starting in the nipple. 

The carcinoma orginates in the smaller ducts of 
the breast below the nipple, usually without the 
formation of a palpable tumor. It then extends into 
the subareolar lymphatic vessel which it blocks 
by permeation and from there invades the more 


GENERAL SURGERY — SURGERY OF THE CHEST 


superficial lymphatics lying just under the epithe- 
lium. As a result of this obstruction to lymph flow 
the skin of the nipple and the mucosa of the ducts 
are injured by nutritional changes. The epithelium 
shows disintegration and degeneration of the super- 
ficial layers and proliferation of the deeper layers. 
The mucosa of the larger ducts undergoes similar 
changes with the difference that the cast-off epitheli- 
um remains within the ducts which become plugged 
by a “degenerated mass of debris.” 

That the lymph vessels are actually plugged 
with carcinoma cells is shown by the appearance of 
the cells in the cutaneous layers. The circular 
groups of carcinoma cells resemble a “dilated 
lacteal in an intestinal villus.”” From these cell- 
groups narrower vessels presenting Y-shaped 
junctions extend to the subareolar lymphatic 
plexus. The picture is one that could be formed only 
by carcinoma cells occupying a preformed ana- 
tomical space. 

The epidermis of the eczematous portion of the 
nipple is reduced to a layera few cells in thickness. 
Beyond this portion the epithelium-is hypertrophied. 
Permeation of the cutaneous lymphatics occurs over 
a circle 6.5 mm.ein diameter, an area which is 
slightly larger than that showing marked epithelial 
changes. The subareolar or deeper lymphatics are 
affected over an area 10 mm. in diameter. From 
this concentric involvement the author infers 
that the latter or the subareolar plexus is the first 
affected as the relative size of these circles measures 
in terms of space the lapse of time since each of the 
layers was invaded. 

The dermatitis is due to the permeation and 
blocking of the lymph flow, either in the subareolar 
or subdermal plexus. In-chronic, longstanding cases 
of Paget’s disease the latter often cannot be dem- 
onstrated as these groups of cells in the lymphatics 
are soon destroyed by disintegration and fibrosis. 
In those rare cases of longstanding Paget’s disease 
in which no carcinoma has been found, the condition 
probably was preceded by an atrophic scirrhous 
which may have undergone partial cure. 

The author gives a brief review of two cases and 
illustrates his article by one colored photograph and 
twelve photomicrographs. A. E. MABLE. 


TRACHEA AND LUNGS 


Pfahler, G. E.: Malignant Disease of the Lungs, 
Its Early Recognition and Progressive Develop- 
ment as Studied by the Roentgen Rays. Am. 
J. Roentgenol., 1919, n.s. vi, 575. 


The early recognition of malignant disease of the 
lungs is important as it may serve as a guide in the 
treatment. This is especially true as regards the 
secondary variety, the recognition of which may 
contra-indicate radical treatment of the primary 
lesion. 

Pulmonary malignancy of the primary type is 
rare and occurs in two forms: the nodular and the 
infiltrating. The former, which is less common than 
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the latter, consists of masses of various sizes rather 
sharply defined and irregularly outlined, developing 
near the roots of the lungs as well as in the paren- 
chyma. The latter begins at the root of the lung and 
gradually infiltrates the entire lung. If the malig- 
nant disease is sarcoma, it is especially apt to extend 
outward along the septum between the upper and 
middle lobe on the left side, or about the middle lobe 
on the right side, and this may be a fairly early sign. 
If the primary malignant ase is carcinoma, it 
consists of an infiltrating.mass about the root of the 
lung extending outward along the bronchial tree, 
most frequently, the author believes, in an upward 
direction, a fact which serves somewhat to dis- 
tinguish it from the inflammatory infiltrations about 
the _ of the lung which tend to spread down- 
ward. 

Secondary or metastatic malignant disease of the 
lung is found more often than the primary va- 
riety and is much more common than is generally 
supposed. Metastatic sarcoma consists of sharply 
defined nodules of various sizes occupying more 
particularly the parenchyma of the lungs. Hyper- 
nephroma metastasizes early to the lungs, producing 
a general infiltration of small miliary bodies sharply 
defined and extending outward from the roots of 
the lungs. Metastatic carcinoma occurs in four 
forms. The nodular type usually presents in- 
definitely outlined fuzzy masses of varying sizes 
located about the roots as well as in the parenchyma. 
The infiltration type, which is the most common, 
begins as a thickening about the hilus and shades 
off gradually as it extends outward. The author 
believes it presents more localized density without 
outline at the very root of the lungs than does the 
ordinary inflammatory infiltration; also that there 
is a tendency toward extension upward. The miliary 
infiltration type closely resembles miliary tuber- 
culosis except that the small areas of increased 
density are larger, more dense, and more sharply out- 
lined. The fourth type consists of progressive thick- 
ening of the pleura associated with pleural effusion. 
It is probably a direct extension of the disease from 
the breast. Of the cases of carcinoma of the lungs, 
the great majority were secondary to carcinoma of 
the breast. It was found that thin patients were 
slightly more liable to the nodular type of metas- 
tatic carcinoma, but that fat persons are much 
more liable to metastases than thin ones. 

As a result of a study of over 200 positive cases 
the author draws the following conclusions: 

1. Primary malignant disease of the lung is rare, 
but presents rather characteristic appearances 
roentgenographically. 

2. Metastatic malignant disease of the lung is 
common, and should always be looked for in con- 
nection with advanced malignant disease. 

3. A roentgen examination of the chest should 
be made in every case of carcinoma of the breast 
referred for operation or roentgenotherapy. 

4. Metastatic carcinoma of the lungs may be one 
of four types: nodular, mediastinal with infiltration 
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about the roots, general miliary infiltration, or 
pleuritic. 
5. Greater attention to details in these studies 
will lead to earlier recognition of the disease. 
HartunNG. 


HEART AND VASCULAR SYSTEM 


Smith, B. P.: A Note on Dextrocardia, Complete 
and Incomplete, with Four Illustrative 
Cases. Lancet, 1919, cxcvii, 1076. 

Smith reviews four cases of right sided heart: 
two of dextrocardia and two of pseudo-dextrocardia. 
In the former the heart, liver, and stomach were 
transposed. In the latter, the heart only. The pa- 
tients with true dextrocardia were healthy appear- 
ing males; the others had been sickly from birth. 

The first patient complained periodically of 
shortness of breath on effort, pain in the chest 
(right), dizziness (postural), tremor, and nervous- 
ness. The second patient had been poisoned by 
mustard gas, and the position of the heart on the 
right side was found accidentally. 

The two patients who had been sickly from child- 
hood complained of shortness of breath, choking 
sensations, exhaustion following the slightest effort, 
and loss of weight. Objectively dyspnoea, cyanosis, 
pallor, perspiration, and the typical facies of anxiety 
were noted. 

Smith summarizes the cases and findings briefly. 
The significance of dextrocardia depends entirely 
upon whether or not it is associated with simulta- 
neous transposition of the liver, stomach, and 
spleen; if it is, it does not incapacitate the patient 
and is usually diagnosed by accident. 

Dextrocardia without transposition of the viscera 
is of serious moment, the symptoms resulting from a 
general visceral overcrowding. Such patients in- 
variably lay stress on the pains they experience 
both during effort and while resting. As the pains 


depend upon the visceral overcrowding, they are - 


both local and referred, local when they denote 
pressure upon the intercostal nerves or brachial 
plexus, referred when the vagus or its intracardial 
endings suffer inordinate stimulation. Dextrocardia 
without transposition is usually, if not always, com- 
plicated by actual malformation of the heart and 
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great vessels. The fourth patient of this series was 
believed to have a perforated ventricular septum. 
J. S. SrRUTHERS. 


Adenot and Proby: A Stab Wound of the Heart 
and Lung; Suture of the Right Ventricle 
(Blessure du coeur et du poumon par coup de 
couteau; suture de ventricle droit). Lyon méd., 
1919, CXxviii, 489. 

A man who was stabbed in the left intercostal 
space about 2 cm. from the sternal border was re- 
ceived in the hospital about three hours later. A 
pericardiotomy was decided upon. Exploration 
showed the prepericardial region infiltrated with 
blood and a wound in the pericardium about 1 cm. 
long through which black blood flowed. The open- 
ing was enlarged and the heart seized and brought 
to the surface. A similar wound was then seen in 
the upper part of the anterior wall of the right 
ventricle. Through this the blood issued in a jet 
during systole. The edges of the wound were imme- 
diately sutured and reinforced and the heart returned 
to its place. As there was still a considerable hemor- 
rhage of bright blood from the region of the vessels 
at the base of the heart, further examination was 
made with the result that another wound was found 
in the anterior part of the lobe of the left lung. 
This wound was tamponed with compresses. © 

When the heart was brought to the surface the 
patient’s respiration stopped and death appeared 
certain, but when the heart was replaced in the 
pericardium undulatory contractions reappeared 
and little by little the normal beat was regained. 
Following operation the general condition continued 
to improve, but at the end of about twelve hours 
there was a sudden hemorrhage through the wound 
and death resulted from asphyxia. 

The autopsy showed an oblique perforation be- 
tween the ventricles and a wound of the posterior 
wall of the left ventricle. The latter was not 
noticed during the rapid operation as there was no 
issue of blood through it. The author believes that 
death was due to the lung wound as the hemor- 
rhage from this injury was severe while the peri- 
cardium contained only a little blood. The wound 
between the ventricles, however, would have been 
fatal ultimately. W. A. BRENNAN. 


SURGERY OF THE ABDOMEN 


GASTRO-INTESTINAL TRACT 


Stewart, G. D., and Barber, W. H.: The Gastric 
Hypermotility Associated with Diseases of 
the Gall-Bladder, Duodenum, and Appendix; 
A Clinical Study. J. Am. M. Ass., 1919, |xxiii, 
1817. 


Clinical study, roentgenological examination, 
and animal experimentation have demonstrated a 
relationship between diseases of the gall-bladder, 


duodenum, and appendix, and _ hypermotility 
of the stomach. 

The clinical reports studied by the authors were 
those of cases of gall-bladder, duodenum, and 
appendix disease treated in the Third Division of 
Bellevue Hospital, N. Y., in the past eight years. 
The details of those accompanied by roentgeno- 
graphic descriptions and operative findings are given 
in four tables. 

Table 5 includes the results of experiments 


| 
| | | 
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conducted on dogs. In this series the upper abdomen 
was opened with the slightest possible trauma, and 
the effects on the contractile impulse of the stomach 
exerted by irritation of different parts of the in- 
testinal tract were noted. 

The results of the investigation are summarized 
as follows: 

1. The records for the past eight years of chronic 
cholecystitis, with or without cholelithiasis. duodenal 
ulcer, and chronic appendicitis, which bear roentgen- 
ray notes on the gastric motor function and were 
verified by open operation disclose the fact that 
gastric hypermotility was present in 68.4 per cent 
of the cases of gall-bladder disease, 75 per cent of the 
cases of duodenal ulcer, and 55 per cent of the cases 
of chronic appendicitis. 

2. Experiments purposely carried out in the 
open surgical abdomen antedating this clinical 
review disclosed hypermotility in 61.5 per cent of 
the cases of gall-bladder disease, 66.7 per cent of the 
cases of duodena] trauma, and too per cent of the 
cases of disease of the appendix. 

3. The motor characteristics of surgical lesion 
of the stomach are the incisura and pylorospasm 
(pyloric-sphincter spasm) as they probably occur 
more frequently in the presence of essential disease. 
Diffuse pylorospasm is very often reflex. 

P. M. Cuase. 


Hill, R.: Congenital Pyloric Stenosis. J. Missouri 
M. ASs., 1919, Xvi, 379. 


The author has operated upon 25 cases of congen- 
ital pyloric obstruction, with 16 recoveries and 9 
deaths. In 14 cases treated by posterior gastro- 
enterostomy there were 6 recoveries, while in 11 
cases treated by the Rammstedt method there were 
10 recoveries. 

Infants with congenital pyloric stenosis who do 
not make an immediate gain on tube feeding should 
be operated upon as such cases of the spasmodic type 
are mild but true cases of anatomical obstruction. 

In reviewing the symptomatology, Hill emphasizes 
especially: (1) the vomiting, which is eventually 
projectile and may be very severe; (2) gastric 
waves; (3) tumor; and (4) constipation. The infant 
fails to gain, then loses weight rapidly, and finally 
presents a picture of marasmus. 

Symptoms of the condition appear between the 
third and sixth weeks of life. The author’s statistics 
from 1,000 cases lead him to believe that the condi- 
tion occurs in 1 of every 200 babies. K. L. Vene. 


Giant Ulcer of the 


Mathieu, A., and Moutier, F.: 
Arch. de 


Stomach (L’ulcus géant de l’estomac). 
mal. del’ appar. digest., 1919, X, 257. 

The authors give the clinical histories of three 
cases of giant ulcer of the stomach in men 
aged 49, 48, and 56 years old. All three cases came 
to autopsy. 

From their observations the authors find that 
giant gastric ulcer is characterized by late pain or se- 
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vere dyspepsia, hematemesis, paroxysmal evolution 
with periods of remission sometimes lasting several 
years, final stages marked by aggravation and quick 
recurrence of the pain, the appearance of more or 
less severe pyloric stenosis, anorexia, sometimes: ex- 
treme cachexia, and death from hemorrhage of pan- 
creatic origin. To these characteristics is added the 
probable discovery under radioscopic examination 
of a diverticular sac along the lesser curvature coin- 
ciding with that of a clearly bilocular image. 

From such a syndrome the diagnosis would usu- 
ally be cancer or at least ulcer with cancerous change. 
Clinically giant ulcer is a persistent ulcer of parox- 
ysmal development and a terminal syndrome char- 
acterized by intense pain and cachexia; anatomically 
it is an ulcer of the lesser curvature stricturing the 
pylorus without involving it and possibly associated 
with considerable adenopathy. 

Giant gastric ulcer is rare, a fact which is easily 
explained. Im order that an ulcer may reach such a 
degree of development it must begin on the lesser 
curvature at a distance from the. gastric openings. 
If it developed near an orifice, a stenosis would soon 
ensue and whether operated upon or not the lesion 
could not develop very far. 

Anatomical and clinical descriptions of cases of 
giant gastric ulcer in the literature are scarce and 
the authors state that their report is the first com- 
plete study of the condition. The frequency and 
the gravity of the hemorrhages are due to the per- 
foration of the ulcer and its attack on the pancreas. 
The distance of the ulcer from the pylorus and its 
size explain its long development and the paroxysmal] 
gastric attacks. The particular intensity of the 
pains is no doubt due to the immediate vicinity of 
the solar plexus and the sclerosis and irritation of: 
the tissues in the pancreatic region. The pyloric 
stenosis found in these cases without a direct lesion 
of the pylorus itself might be considered as due to 
spasm produced at a distance by the ulcer, but 
though this may be theoretically acceptable, it is 
not correct. The direct cause is rather a perigastritis 
and thickening of the tissues adjacent to the lesser 
curvature which disturb the functioning of the py- 
lorus and the first portion of the duodenum. 

W. A. BRENNAN. 


Moynihan, B.: The Diagnosis and Treatment of 
Chronic Gastric Ulcer. Brit. M. J., 1919, ii, 765. 

In Moynihan’s opinion chronic gastric ulcer is 
comparatively rare and easily and frequently 
simulated by other conditions. There is still much 
misconception throughout the profession with re- 
gard to the disease. Diagnosis by purely clinical 
means is extremely difficult and uncertain. Moyni- 
han places chief dependence upon one symptom, 
pain. This he discusses in detail, emphasizing the 
sequence of food, comfort, and pain. X-ray exam- 
ination in his opinion is more accurate than all other 
diagnostic methods combined. Infection, localized 
spasm of the gastric musculature, and hyperacidity 
are present in active gastric ulcer, but also in varying 
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degree in other intra-abdominal lesions which may 
closely simulate ulcer. 

The author believes that chronic gastric ulcers 
heal under treatment or after the exercise of con- 
tinued care in the diet, but he is not convinced that 
they remain healed long. Healed ulcers of moderate 
or large size, on the other hand, may produce 
mechanical conditions requiring surgical relief. 
Nevertheless a serious attempt should be made to 
treat all ulcers by thorough medical measures, 
preferably the Sippy method. The necessity for 
surgical relief in many cases is due to a perfunctory 
trial of medical treatment in the earlier attacks. 
When a chronic gastric ulcer has refused to heal or 
has recurred after medical treatment, surgical treat- 
ment is necessary. 

Moynihan discusses the various operative pro- 
cedures used as a rule, but expresses his preference 
for partial gastrectomy because it does away with 
any chance of recurrence, gives complete and im- 
mediate freedom from all gastric trouble, and 
banishes the danger (great or small. but certainly 
real) of a cancerous change in a chronic ulcer. 

G. B. EusterMan. 


Loeper, M.: Sarcoma of the Stomach (La sarcome 
de l’estomac). Progrés méd., 1919, 455. 


The author’s case of gastric sacroma was that of 
a soldier and was diagnosed only at autopsy. 


On clinical examination a round tumor the size. 


of a foetal head, which was mobile with respiration 
and.appeared to be connected with the liver, was 
found in the epigastrium. At first it was believed 
to be a hydatid cyst, but this was ruled out by the 
blood examination. It was then thought to be a 
liver abscess but no parasites were found in the 
stools. The Mayer reaction was positive, however, 
and the appearance of the epigastrium as well as 
the history favored the assumption that it was 
cancer. Later this diagnosis was abandoned in 
favor of bacillary peritonitis. 

Radioscopy showed a bilocular stomach with the 
pyloric antrum separated from the greatly dis- 
tended cul-de-sac by a large clear space. 

The patient was treated by heliotherapy but 
died of progressive cachexia. 

Autopsy disclosed an enormous bosselated tumor 
on the anterior wall of the stomach. Numerous 
nodules the size of nuts studded the lesser curvature. 
A number of these nodules were found also in the 
omentum and the picture suggested glandular 
tuberculosis complicating bacillary peritonitis. His- 
tologic examination of the tumor, however, showed 
it to be a round-cell sarcoma. 

The symptoms in this case were first those of 
dyspepsia. These were followed by loss of weight 
and vomiting which progressively increased. The 
final stage was the development of the tumor in 
the epigastric region with ballooning of the whole 
abdomen. The diagnosis of bacillary peritonitis was 
based upon the examination of the material ob- 
tained by abdominal puncture. 


In cases of voluminous gastric tumors the possi- 
bility of sarcoma should always be borne in mind. 
None of the methods of diagnosis should be neglected. 
Of all, the cytological examination is the best. 
Positive cytologic findings give assurance when 
clinically there can be only presumption. 

W. A. BRENNAN. 


Riff, A.: A Contribution to the Etiol of Appen- 
dicitis (Contribution a l’étiologie de l’appendicite). 
Presse méd., Par., 1919, xxvii, 521. 

The conclusion reached by Letulle and Aschoff 
after a thorough study of the pathogenesis of 
appendicitis were: (1) that appendicitis is not due 
to the spread of inflammation from the cecum and 
small intestine; and (2) that the primary infection 
occurs in one or several epithelial lesions of the 
appendix itself. 

Riff has found that the appendix is the habitat of 
the oxyuris and that this parasite is capable of 
causing the epithelial lesions observed in appendi- 
citis. Its traces can be found in any freshly resected 
appendix in the punctiform hemorrhages thickly 
disseminated over the mucous surface. Some authors 
have reported the finding of the oxyuris in as many 
as 48 per cent of extirpated appendices. 

The author began the study of the parasites of the 
intestine in 1911. He examined a series of 152 
appendices taken from patients ranging in age from 
2 to 70 years and presenting all types of inflamma- 
tory lesions. He found that only 13 per cent showed 
no signs of oxyuris. The oxyuris was present in 48 
per cent of the cases. In one appendix he dis- 
covered more than 400 of these worms. 

The war interrupted the author’s work but he 
was able to resume it in 1916. Since then he has 
examined 63 appendices of children less than 15 
years of age. In this series of new cases the number 
in which the oxyuris was demonstrated amounted 


to 76 per cent. 


Riff reached the conclusion that the majority of 
cases of appendicitis are due to parasites and that 
the oxyuris is the principle agent. Appendicitis 
is most frequent between the ages of 5 and 20 years, 
a period which corresponds to that in which the 
oxyuris is most abundant. Infancy has a relative 
immunity against oxyuriasis because it is protected 
against auto-reinfection, the principal cause of the 
persistence of the disease. W. A. BRENNAN. 


Rulison, E. T., Jr.: Drainage in Appendicitis. 
Ann. Surg., 1919, xx, 724. 

Most surgeons employ intraperitoneal drainage 
when the peritoneum shows a definite disappearance 
of gloss over a considerable area or is covered by a 
foul fibrinopurulent exudate. The condition of the 
appendix, if the appendix is removable, is of sec- 
ondary importance. 

If infection has progressed to the stage of intra- 
peritoneal abscess drainage becomes practically 
imperative. 
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The. advisability of drainage in acute appendici- 
tis with diffuse peritonitis is often questioned. But 
whether drainage from the general peritoneal cavity 
continues for an hour after operation or for one or 
two days, it would seem advisable to afford the 
peritoneum whatever advantage it may give. 

In cases in which there is progressive fibrinopu- 
rulent peritonitis the advisability of drainage can- 
not be questioned. : 

Closure of the peritoneum and drainage of the 
tissues of the abdominal wall is a practice which 
arose as a result of the observation that in certain 
cases of acute appendicitis with a degree of localized 
infection that might be controlled safely by the 
peritoneum the contamination of the wound during 
operation led to secondary infection. In other 
words, it is a recognition of the fact that the struc- 
tures of the abdominal wall are less able to deal 
with the infecting organisms. 

From Jan. 1, 1915, to Dec. 1, 1918, 622 cases of 
acute appendicitis were admitted to the Presby- 
terian Hospital in New York City. The inter- 
muscular incision of McBurney was used in 176 
cases (67 per cent); the intermuscular incision with 
extension into the right rectus sheath (Weir) in 
43 cases (17 per cent); the right rectus incision 
through the muscle in.30 cases (11 per cent); the 
incision through anterior rectus sheath with retrac- 
tion of the rectus muscle toward the midline 
(Kammerer) in 2 cases; and the transverse incision 
(Rockey) in 3 cases. Hernia occurred in 22.3 per 
cent of the cases in which the intermuscular in- 
cision was used, 29 per cent of those in which the 
rectus was used, and in 30 per cent of those.in which 
the Weir extension was employed. 

The type of drain used most frequently was the 
double-arm tube. This tube is so fashioned that the 
deep ends of the two arms are held together by a 
narrow connecting portion of the tube wall. One arm 
is fenestrated and provided with a gauze wick 
which affords capillarity between the depth of the 
tract and the wound dressing. The other arm, which 
is non-fenestrated and left open, permits the intro- 
duction of a catheter for irrigation at the daily 
dressing. 

Fenestrated, thin-walled, soft rubber tubes are 
considered to combine the highest grade of efficiency 
in drainage with the least danger of harm to the 
infected intestinal wall. While the cigarette drain 
(gauze wrapped with rubber tissue, rubber dam, or 
gutta-percha) causes less pressure on the contract- 
ing intestine, it is quite worthless after a few hours. 

The postoperative care of the wound in the 
Presbyterian Hospital consisted of (1) loosening 
and gradual shortening of the original drains fol- 
lowed by (2) early or late removal and replacement 
of these drains by others of the same or smaller 
size, and (3) irrigation of the wound at the daily 
dressing with saline or boric solution. 

The progress of wound infection and repair 
under these methods of treatment was striking- 
ly similar. 


In a perusal of the dressing notes of many of the 
cases the author was impressed by the number of 
manceuvres which were decidedly painful. When 
the Carrel-Dakin method is used the patient has 
complete freedom from painful dressings. 

There were 36 cases (14 per cent) in which wound 
drainage was inefficient. Hemorrhage from the 
wound occurred in 7 cases (2.7 per cent). The de- 
gree of suppuration was determined in 207 cases. 
Slight suppuration throughout was recorded in 19 
cases (9 per cent), moderate suppuration in 55 
(26.5 per cent), and profuse suppuration in 133 
(64.5 per cent). In 100 cases there was definite 
necrosis of the aponeurosis of the external oblique 
(70 per cent). 

Fecal fistula appeared in 18 cases (7.5 per cent 
of those in which recovery resulted). Among the 24 
fatal cases fistulae developed in 2. 

That prolonged tube pressure against an infected 
intestinal wall causes an area of localized necrosis 
was clearly demonstrated by the very low incidence 
of fistula in cases treated by an early substitution of 
a smaller drain or catheter. 

Paralytic and mechanical ileus occurred in 7 cases 
(2.6 per cent) and mechanical ileus in but 3 cases 
(1.1 per cent). 

Acute dilatation of the stomach developed in 3 
cases and was relieved in all by lavage and change of 
position. Pulmonary complications occurred in 36 
(13.7 per cent). 

The mortality in the 263 cases was 9.1 per cent. 
Fifteen of the 24 deaths were directly attributable 
to the peritoneal infection. Three were due to pul- 
monary embolism; 1, to embolism of the femoral 
artery with gangrene of the leg and deep sacral 
decubitus, and 4 to pylephlebitis, tuberculous bron- 
cho pneumonia, inanition due to high intestinal fis- 
tula, and long-continued sepsis resulting from 
multiple foci (subdiaphragmatic abscess, empyema 
with fecal fistula). One patient was readmitted to 
the hospital seven months later with acute ileus 
from a band which caused gangrene of a loop of the 
ileum and died following resection. 

“Bulges” or weak walls were noted in 29 cases 
(18 per cent) and hernia in 33 cases (20 per cent). 
The anatomical results were poor, therefore, in 38 
per cent of the cases. 

Operations for the repair of ventral hernia were 
performed in 8 cases and were successful in 6. The 
hernia operations were delayed from eight months 
to a year for two reasons. First, because in several 
cases of weak walls with decided bulges the bulges 
disappeared spontaneously as the abdominal mus- 
culature improved. Second, because pyogenic 
organisms probably remain enmeshed in the scar 
tissue of these wounds for a considerable period of 
time and lessen the chances for success in hernial 


The average period of suppuration was fifteen 
and four-tenths days. The average duration of the 
patients’ hospital stay was twenty-eight days. 

E. H. Poot. 
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Coffey, R. C.: Closure of Fecal Fistulz by Indi- 
rection. J.-Lancel, 1919, n.s. xxxix, 633. 

Owing to the fact that the field is septic, primary 
closure of a fecal fistula is not feasible. There- 
fore the stream of fecal material must be carried off 
through a channel which may be afterward closed 
by natural forces while the fistulous tract is being 
mended. 

Two conclusions are drawn as to the surgical 
principles involved. First, there must be an irre- 
sistible tendency on the part of the peritoneum to 
cling to its abdominal wall. This is effected by 
intra-abdominal pressure and the power of the sub- 
peritoneal connective tissue to hold the peritoneum 
to the muscular wall of the abdomen loosely yet 
persistently. Second, in abdominal operations in 
which virulent sepsis is encountered, the wound may 
be closed in the presence of sepsis by layer sutures 
and primary union of the rest of the wound may be 
obtained if there is sufficient drainage through the 
lower end of the wound. These observations form 
the basis of the method of treating fistule herein 
described. 

1. Dissect out the old scar down to the fat and 
make an incision around the fistulous tract, including 
a small strip of skin. This incision should be long, 
2 or 3 in. above the fistula and an equal distance 
below it. 

2. Dissect up the fat from the fascia for as much 
as 2 in. on either side of the incision. Draw it back 
clear of the fat off the aponeurosis. 

3. Make an incision through the aponeurosis, 
beginning at the upper end of the wound and coming 
toward the fistula. Dissect the aponeurosis from 
the muscle for at least 2 in. on either side of the 
incision. 

4. Dissect the muscle from the peritoneum in 
the same manner. 

5. Trim off the small margin of skin which has 
been left with the edge of the fistula. 

6. If the wall of the fistula is hard and cicatricial 
and therefore difficult to turn in, make an incision 
part of the way through the cicatricial tissue so that 
it will turn in easily. 

7. Turn in the edges of the fistula with linen 
sutures. Knot the sutures on the inside. 

8. With a second layer of chromic sutures bring 
the edges of this incision and the connective tissue 
over the peritoneum along with the scar tissue, cover- 
ing the turned-in fistula to add temporary strength 
and bulk to the closure. Mop or irrigate the peri- 
toneum and the rest of the wound to make them as 
clean as possible. 

9. Place silkworm-gut sutures through the skin, 
fat, fascia, and a portion of the muscle about % in. 
or more from the edge of these layers and leave them 
untied and sufficient space at each end of the wound 
for drainage. 

1o. Suture the muscle loosely with continuous 
catgut. 

11. Suture the aponeurosis with strong double 
catgut. 
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12. Suture the skin with a horsehair buttonhole 
stitch. 

13. Place drains at each end of the wound. These 
drains should be made of double rubber tubing 
and extend to the peritoneum. Lay a roll of gauze 
along the wound and tie silkworm-gut sutures over it. 

These sutures should be allowed to remain about 
two weeks before the horsehair and silkworm gut 
are removed. In the meantime material which may 
have come from the fistula will have been carried 
beneath the peritoneum and delivered to the surface 
through the opening at the point of drainage. At the 
same time a substantial granulation wall will have 
formed around these tubes, leaving a sinus through 
which any further drainage may take place. 

The method described is invariably successful, 
whether the fistula comes from the large or the 
small intestine, provided it is located at a point 
where the layers of the abdomen may be dissected 
entirely apart and there is no obstruction below. 

I. W. Bacu. 


Peet, M. M.: The Problem of Nutrition and a 
Satisfactory Method of Feeding in High 
Intestinal Fistula. Am. J. M. Sc., 1919, clviii, 
839. 

The problem of nutrition in cases of high in- 
testinal fistulae is serious. The loss of fluids and 
products of digestion steadily lowers the patient’s 
resistance to infection and so weakens him that 
operative interference becomes extremely hazardous. 
The administration of small amounts of food by 
mouth does not materially improve the condition, 
and mechanical measures to conduct the fluids from 
the upper to the lower intestinal loop or to occlude 
the fistulous tract are successful in only a very small 
number of cases. Rectal alimentation has many 
limitations; a sufficient number of calories are not 
absorbed and the time the colon will tolerate nutrient 
enemata is short. 

A successful method is the enteric administration 
of foodstuffs through a small, soft catheter in- 
serted by way of the fistula into the efferent loop. 
By this method the number of calories utilized is 
sufficient to maintain good physical condition and 
to build up an emaciated patient so that he can 
withstand the necessary operative treatment. 
The tube should be inserted at least 3 or 4 in. If 
inserted 5 or 6 in. the tendency of the fluid introduced 
to flow back around it becomes practically negligible. 

The food introduced must be fluid. The administra- 
tion of 3 or 4 oz. every hour during the day and at 
two or three-hour periods during the night will be 
found to be very satisfactory. Larger quantities 
are more apt to cause irritation and possibly re- 
versed peristalsis. The fluid can be given readily 
also by the Murphy drip. Whatever method is 
used, however, the administration should be slow 
and the fluid allowed to flow in by gravity. A height 
of 6 in. is usually sufficient to overcome the intra- 
abdominal pressure. The tube may be inserted at 
each feeding or left in situ. 


GENERAL SURGERY — SURGERY OF THE ABDOMEN 263 


A, Original site of tumor, B, Invagination of the intestine; intussuceptum headed by the tumor. 
Bevan, A. D.: Fibroma of the Large (Intestine.) 


Unlike rectal alimentation, enteric feeding in 
intestinal fistula is not confined to very simple 
products. Whole milk may be given freely, but 
should be peptonized. Raw eggs are tolerated, but 
it seems best to digest them partially. Beef juice, 
especially that obtained from thoroughly crushed 
meat forced through a strainer, is of value as a large 
amount of protein is furnished by the muscle cells 
pressed out and the juice, being free from con- 
nective tissue, passes readily through the catheter. 
Glucose in 5 per cent solution should always be 
added. E. H. Poot. 


Bevan, A. D.: Fibroma of the Large Intestine. 
Surg. Clin. Chicago, 1919, iii, 1333. 

The case is presented of a man 34 years of age who 
for a period of a year had had hemorrhages from 
the bowel. The bleeding was evidently from the 
large bowel, but it was impossible to make a clinical 
diagnosis. Recently a mass had become palpable 
in the left lower quadrant of the abdomen. An 
exploratory operation was decided upon. The left 
muscle-splitting incision having been made and the 
colon having been brought up, a mass the size of an 
egg was felt in the bowel. The bowel was incised 
and the mass, which proved to be a necrotic fibroma, 
was peeled out. The mucous membrane was then 
closed over the denuded area of the bowel and the 
incision in the bowel closed with three layers of 
sutures. An invagination of the large intestine 
produced by the tumor was reduced. For safety, 
the portion of the bowel which was opened was 
sutured to the external incision. A colon infection 
of the wound followed but quickly responded to 
treatment. Recovery resulted without postoperative 
hernia. I. E. BisuKow. 


Hamilton, E. P.: Physiopathology of Intestinal 
Obstruction. J. Missouri State M. Ass., 1919, 
Xvi, 402. 


As a result of all the experimental work in this 


field there seem to be three theories regarding . 


the cause of death in intestinal obstruction. 

1. The theory of a nervous reflex which assigns 
the collapse and death to an irritation of nerve 
filaments in the intestinal wall. 

2. The theory of infection by direct passage of 
organisms through the wall of the obstructed loop 
into the peritoneal cavity, the blood stream or 
the lymphatics. 

3. The theory of auto-intoxication which attrib- 
utes death to the absorption of some toxic sub- 
stance produced in the contents of the obstructed 
loop. This substance or toxin is thought by some 
investigators to be the result of bacterial activity, 
and by others the result of a disturbance in the 
normal secretion of the intestinal mucosa. 

The weight of evidence seems to favor the last 
theory mentioned. 

From his study the author concludes that: 

1. The pathology of intestinal obstruction in 
dogs shows dilatation of the gut above the obstruc- 
tion with oedema and redness particularly of the 
mucosa of the duodenum and upper jejunum. If 
there is sufficient interference with the circulation 
there may be gangrene. 

2. The kidneys, liver, pancreas, and sometimes 
the spleen show the typical pathology of severe 
toxemia. 

3. Toxins producing death in uncomplicated 
intestinal obstruction originate within the mucosa 
of the obstruction. Bacterial activity and its end- 
products are contributing factors. 
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4. In uncomplicated intestinal obstruction the 
life of these animals may be prolonged by giving 
normal salt solution in excess of the amount of 
liquid vomited and urine secreted which usually 
amounts to one-tenth the body weight. 

5. The longer the obstruction persists the more 
serious the pathology produced and the graver the 
prognosis. 


LIVER, GALL-BLADDER, PANCREAS, AND 
SPLEEN 


Colonna, G.: The Etiology and Rational Surgical 
Treatment of Liver Ptosis (Sulla eziologia 
delle ptosi epatiche, loro cura razionale chirurgica). 
Gior. d. r. Accad. di med. di Torino, 1919, \xxxi, 
341. 


Colonna’s investigation of liver ptosis is based on 
studies made on cadavers and a detailed study of 
the causes and physiopathology of the condition. 

In cases of liver ptosis the relaxation of the ab- 
dominal wall is generally such that even a median 
laparotomy incision gives a full view of the liver 
and permits the necessary manipulations for short- 
ening the coronary ligament and suturing the ante- 
rior edge of the liver to the abdominal wall. 

Colonna therefore makes a laparotomy incision 
from the ensiform to the symphysis pubis. The por- 
tion of the liver most often affected by ptosis is the 
right lobe. Marked elongation of the right coronary 
and suspensory ligaments will be found and loose 
adhesions to intestinal loops. Having separated the 
liver from these adhesions, the author shortens the 
right coronary ligament by doubling it, draws up and 
sutures the sheath of the umbilical vein and the 
lower end of the suspensory ligament into the upper 
angle of the laparotomy incision, and secures the 
anterior border of the liver to the thoraco-abdominal 
wall by suturing and partial transfixion. 

Colonna believes that present-day methods of 
hepatopexy are inadequate and that a rational treat- 
ment of ptosis should include doubling of the 
coronary ligament, especially on the right side, a 
Depage suspensory ligamentopexy, marginal fix- 
ation of parts not supported by even the shortened 
ligaments, and a plastic operation to restrict the 
abdominal cavity and thereby increase the visceral 
resistance against the lower surface of the liver. 

To strengthen the abdominal wall all excessive 
cellulo-adipose tissue should be excised from the 
linea alba to the inner edge of the recti muscles, the 
fibrous elements in this region being preserved. 

The author proceeds with this excision in the 
umbilical region after fixation of the viscera. He 
opens the sheath of the recti at the anterior edges. 
In the posterior part of the sheaths the inner edges 
are isolated for the entire length of the wound and 
drawn inward and forward to the linea alba. At the 
same time the posterior part opposite the posterior 
surface of the recti and behind the preperitoneal fat 
is detached in such a way that two strips are formed, 
one on the right side and one on the left, each about 


INTERNATIONAL ABSTRACT OF SURGERY 


5 or 6 cm. wide. These are then sutured at their 
base. The two strips which are thus overlapped 
and project across the linea alba are turned back 
on the left where they are fixed with a suture and 
ae! - a tendinous re-inforcement of the abdominal 
wall. 

The skin and cellulo-adipose tissue from the 
anterior surface of the two recti to their external 
edges and extending their entire length-are dissected 
through the laparotomy incision. One of the recti 
is placed beneath the other and the two muscles 
united by the anterior part of their sheath are fixed 
to each other by suture for the greatest extent 
possible. The wound is then closed. 

W. A. BRENNAN. 


Erdmann, J. F.: The Incidence of Malignancy 
in Diseases of the Gall-Bladder. Am. J. Obst., 
1919, Ixxx, 618. 


The frequency of malignancy in diseases of the 
gall-bladder is presented by the author with an 
analysis of statistics based on private and institu- 
tional practice. 

Formerly 4.5 per cent was the accepted figure 
for malignancy in the gall-bladder, but the frequent 
occurrence of the condition recently observed leads 
the author to doubt this percentage. In a period of 
six weeks 6 cases of malignancy were found in 30 
cases of suspected cholecystitis, and in a following 
period of eight weeks 3 more were discovered in 45 
cases. 

In the past two years 1,903 cases were operated 
upon, and in 224 the operation was done for chole- 
cystitis. Malignancy was found in 15 of the latter 
(6.7 per cent). In addition, there were 13 cases of 
general abdominal carcinomatosis in which the 

int of greatest involvement was in the neighbor- 

ood of the gall-bladder. As in the whole series, 
malignant growths of all kinds, excluding lip 
epitheliomata, were found 285 times, their occur- 
rence in the gall-bladder amounted to 6 per cent. 

The ages of the patients varied from 42 to 67. 
All were females. Malignancy of the duct, papilla, 
and pancreas occurs more frequently in males. 

A review of the mortality due to malignancy in 
1918 in New York City shows that of 2,170 deaths, 
192 (10 per cent) were due to malignancy of the gall- 
bladder and liver, and that 97 of the 192 deaths 
were those of women. Unfortunately no distinction 
was made between gall-bladder and liver conditions. 
The fourth, fifth, sixth, and seventh decades were 
the chief ages in which the condition was observed. 

As to the frequency of cancer of the biliary system 
the author states that it occurs first in the gall- 
bladder, cystic duct, and liver; second, in the 
pancreas and common duct; third, in the common 
= hepatic ducts; and fourth, in the papilla of 

ater. 

As stones were found in the gall-bladder in all of 
the cases observed, early elimination of such agents 
is therefore of utmost importance. Today the 
operative mortality of cholecystostomy and chole- 
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cystectomy is from 2 to 3 per cent while that of 
malignancy is from 5 to 6 per cent. 

There are no definite symptoms of early malig- 
nancy other than cholecystitis but it should be 
suspected when there is a palpable mass in the right 
hypochrondrium in non-acute cases, with or with- 
out a deepening jaundice. Ever-deepening jaundice, 
slow in onset, is in itself a strong sign of malignancy. 
Loss of weight is evident only when the common 
duct, pancreas, or adjacent viscera are involved. 
Pain is usually a sign of inoperability. 

Unless a complete cholecystectomy is done, death 
follows operative interference rapidly if the growth 
is established in the cystic fissure or suspicious 
metastases are present. Occasionally, however, in 
certain involvements of the fundus and body a 
satisfactory excision may be done. Excision of sec- 
tions of the ducts should be studied further. The 


high mortality forbids resection of the head of the - 


pancreas. 

Involvement of the ampulla and papilla is best 
overcome by a cystogastrostomy, and if the duode- 
num is obstructed, a gastro-enterostomy should be 
added. The case is reported of an 18-year-old boy, 
who lived twenty-two months following these 
procedures. 

The conclusion to be drawn from the statistics is 
that an established diagnosis of cholecystitis indi- 
cates the possibility of cancer and that the mortality 
of malignancy is almost double that of operation. 

P. M. CHase. 


Babcock, R. H.: The Diagnosis of Chronic Chole- 
cystitis Complicating Cardiac Lesions. J. Am. 
M. Ass., 1919, |xxiii, 1929. 

The author discusses the relation of chronic 
cholecystitis to cardiac lesions and reports three 
illustrative cases. 

Often the gastric disturbances which accompany 
a known cardiac lesion are attributed to passive 
hepatic congestion and venous stasis of the upper 
digestive tract, whereas the underlying cause is in 
reality a definite cholecystitis. 

The history is rarely of value in the diagnosis, but 
a history of typhoid or rheumatism is often sug- 
gestive. If the digestive symptoms are more pro- 
nounced than the respiratory, or if palpitation occurs 
at night and without exercise or is accompanied by 
epigastric distress, attention should be directed 
toward the appendix and the gall-bladder. Nausea, 
vomiting, and jaundice need not necessarily be 
pronounced. 

In passive congestion of the liver in a cardiopath 
the left as well as the right lobe is palpable and the 
notch between the two can be detected. Signs of 
venous stasis are present also in other organs and 
tissues. In cholecystitis there is downward en- 
largement of Riedel’s lobe alone in varying degrees, 
and the right rectus is usually spastic. In many 
cases the tender distended gall-bladder may be 
palpated on deep inspiration. To avoid contraction 
of the rectus muscle gentleness of manipulation is of 
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the greatest importance in the physical examination 
of this region. Ewald’s area of cutaneous hyper- 
zsthesia in the right lower back is present invariably 
and when found corroborates the diagnosis. The 
temperature and the leucocyte count vary with the 
intensity of the infection in the gall-bladder. 

P. M. CHase. 


Richter, H. M., and Buchbinder, J. R.: The 
Omission of Drainage in Common-Duct Sur- 
gery. J. Am. M. Ass., 1919, Ixxiii, 1750. 


Too little attention has been devoted to the 
possibility of a cleaner and safer technique in 
common-duct surgery, namely, the tight closure 
of the duct following exploration and closure of the 
abdominal incision without the use of drainage 
material of any type. Most theses on the surgery of 
the biliary tract emphasize two points essential to a 
safe outcome: * (1) that the common duct itself 
should be well drained by a tube placed either within 
it or to it, and (2) that the abdomen should be drained 
down to the line of suture. It has been pointed out 
that the infected ducts should be drained as in- 
fection elsewhere is drained, and that closure of 
the common duct is not without the danger of 
leakage of infected bile. 

The common duct, lined with mucous membrane. 
is a suitable drainage tube in itself and an ideal 
medium by which the affected parts above may be 
drained. If its patency is assured, it may be opened 
and sutured with impunity. 

The use of the silver probe or sound is an un- 
reliable method of determining the patency of the 
duct. A scoop or curette is much more satisfac- 
tory and should be passed through the duct to the 
duodenum. 

The patency of the duct having been demon- 
strated, the common duct should be carefully 
sutured with the finest needles and suture material 
obtainable. Capillary leakage through the line of 
the suture must be a constant accompaniment of 
the use of the ordinary suture materials. The 
conditions most to be desired are obtained with the 
use of human hair and the finest cambric or bead 
needles. The immediate strength of the line of 
suture is greater than when a heavier suture is 
used, and there is no capillary leakage along the 
needle perforations. 

The authors use two layers of such sutures, one 
uniting the free edges, the other burying the first 
row. An essential part in the suturing is to include 
the peritoneal coat. As in the case of a sutured 
bowel, no drain of any kind is placed in contact with 
the suture line. 

Closure of the duct in this manner, avoiding the 
use of any foreign body for drainage material, is 
associated with a minimum of peritoneal traumatism, 
and the soiling by infected bile that may occur during 
the exploration causes practically no postoperative 
clinical reaction. In the absence of drainage, 
postoperative adhesions are reduced to a minimum. 

H. A. McKnicur. 
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MISCELLANEOUS 


Stewart, W. H., and Stein, A.: The Roentgen-Ray 
Study of the Abdominal Organs Following 
Oxygen Inflation of the Peritoneal Cavity. 
Am. J. Roentgenol., 1919, vi, 533. 


The history of the study of the abdominal viscera 
by the aid of intraperitoneal injection of oxygen or 
air is given very fully. Kelling is credited with 
being the first to use this method on human beings 
(1902). Beside Kelling’s work, that of Jacobaeus of 
Stockholm in 1910 and 1or1t, of Weber in 1912, of 
Meyer-Betz in 1914, and of Goetze in 1918 is re- 
viewed at léngth. 

The authors’ attention was directed to the subject 
following their attempt to locate the position of a 
foreign body in reference to the diaphragm and 
liver. They have examined thirty-seven cases in all 
by the intraperitoneal injection of oxygen and have 
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found it possible in this way to study in detail the 
outline of the liver, the spleen with its pedicle, both 
kidneys, and the uterine appendages. Adhesions, 
enlarged peritoneal glands, and other types of 
pathology are always graphically demonstrated. 

The technique as described by the authors con- 
sists simply in permitting the oxygen to flow from 
an oxygen container through an ordinary spinal 
puncture needle, local anesthesia being used at the 
point of puncture. The oxygen is allowed to flow 
into the cavity until the abdominal wall is dome- 
shaped. Plates are then made with the patient in 
various positions. Usually the side on which the 
organ to be examined is located is placed opposite 
the plate as the air in the abdominal cavity tends 
to rise to the highest point. 

The only dangers incident to the method are in- 
fection and puncturing of the intestines, but neither 
will occur if care is taken. W. A. Evans. 


SURGERY OF THE EXTREMITIES 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Bowman, W. B.: Coccidioidal Granuloma. 
J. Roentgenol., 1919, vi, 547. 


Coccidioidal granuloma is a definite acute, sub- 
acute, or chronic disease due to an infection by a 
parasitic organism or mould-like growth called by 
Ophiils the ‘‘oidium coccidioides’’. 

Practically all of the cases thus far reported have 
occurred in California and in the San Joaquin Valley 
of that state, but it is the author’s opinion that the 
disease is more widespread than the reports indicate. 
The lack of reports from other localities he believes 
is to be explained on the basis of inaccurate diag- 
nosis. 

The pathologic processes of the disease, both 
microscopic and macroscopic, resemble those of 
tuberculosis, and it is possible that this infection is 
reported as tuberculosis. Therefore, the author sug- 
gests that in all cases which clinically resemble 
tuberculosis and in which the tubercle bacillus is not 
demonstrated an examination should be made for 
odium coccidioides. The organism is a spherical 
body varying from 7 to 30 microns in diameter. 

Six cases are reported in detail with the clinical 
history, the pathology, and the postmortem findings. 
The bone changes are those of extensive destruction 
with the formation of nodules resembling tubercles 
and large giant-cell formations of the Langham type. 
The infection tends to spread along the tendons and 
muscle sheaths to a considerable distance from the 
joint and the process is more acute than in tuber- 
culosis. 

In the lungs, oesophagus, heart, and other soft 
tissues are found nodules of varying size. Some of 
them show caseous centers. The roentgen examina- 
tion reveals destruction of bone, which in some cases 
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is associated with periosteal proliferation. There is 
also bone atrophy but this is not so general or so 
marked as that observed in tuberculosis. 

No successful method of treatment has been dis- 
covered. In one case, in which the infection was 
detected in the arm, there was no recurrence after 
amputation at the shoulder. W. A. Evans. 


Coley, W. B.: Further Observations on the Con- 
servative Treatment of Sarcoma of the Long 
ones. Ann. Surg., 1919, |xx, 633. 


The author presents a report of the cases of 
sarcoma of the long bones which have come under 
his care in the last five years (60 in number) and 
gives a résumé of 190 previously reported. 

These cases furnish further evidence in favor of 
the conservative treatment of sarcoma of the long 
bones by mixed toxins of erysipelas and bacillus 
prodigiosus and radium. 

As a diagnostic measure and to facilitate the 
application of radium Coley resorts frequently to 
exploratory operation. Too much reliance must not 
be placed upon a single microscopic examination of 
the tissue as the clinical and X-ray pictures and the 
gross appearance are often of greater value. This is 
especially true as regards the so-called giant-cell 
sarcoma, giant-cell tumor, and osteitis fibrotica. 
The author had 40 of these tumors in his series and 
discusses them at length. He emphasizes the fact 
that pain, especially deep boring pain, may be the 
earliest symptom of the disease and precede the 
development of the tumor by weeks or months. 

The 60 sarcomata treated by Coley during the 
last five years involved the following bones: femur, 
32; humerus, 14; tibia, 9; fibula, 3; clavicle, 2. 

Of the 32 femur cases, amputation was performed 
in 13 after conservative treatment had failed. There 
was no mortality from the operation. In 4 cases 
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amputation was strongly advised but was refused 
by the patient. Eleven of these patients are still 
living. Two are recent cases still under treatment 
with a reasonable prospect that the limb will be 
saved. One of the patients who refused amputation 
had a large central sarcoma of the lower end of 
the femur. Treatment with toxins and radium 
resulted in slight temporary improvement but 
metastases later developed in the lungs and death 
occurred in a few weeks. In one case of periosteal 
sarcoma the administration of toxins was followed 
by amputation. When recurrence developed this 
patient had been well for three years. One patient 
with a central sarcoma of the lower end of the femur 
and extensive involvement of the knee joint refused 
amputation and recovered following the toxin treat- 
ment alone, remaining well for five years. Another 
who refused operation had an extensive sarcoma of 
the lower end of the femur involving the knee joint 
and the upper end of the tibia. The use of toxins 
supplemented by radium resulted in recovery. The 
patient has been well for three years and is able to 
walk without support of any kind. In one case of a 
very large inoperable sarcoma of the upper half of 
the femur quite beyond hip-joint amputation, 
recovery occurred following treatment with radium 
ard toxins and continues without any evidence of 
the disease two years later. In 2 cases of periosteal 
sarcoma of the femur treated with radium and toxins 
during the last six months in the hope of saving the 
limb the result is still doubtful. In 3 cases of sarcoma 
of the femur amputation was followed by the use of 
mixed toxins as a prophylactic against recurrence. 
Two of the patients are still well three years later. 
The third died of metastasis nearly three years after 
amputation. K. L. Vene. 


Tubby, A. H.: Congenital Dislocation of the Hip: 
Note on a Method of Dealing with Refractory 
- Lancet, 1919, cxcvii, 1135. 

The author believes that the iliopsoas muscle is of 
great importance in the formation of the hour-glass 
capsule and the obliteration of the acetabulum in 
congenital dislocations of the hip in children over 4 
years of age. The capsule becomes constricted in the 
center, the anterior wall is infolded backward and 
inward, and the iliopsoas acts as a suspensory !iga- 
ment. In late cases the anterior layer blends with 
the floor of the acetabulum, forming a wall, and thus 
obliterates the cavity and prevents reduction of the 
dislocation. 

Tubby has successfully treated patients varying 
in age from 1 up to 15 years by an operation 
which he describes as follows: 

The capsule is exposed through an incision be- 
tween the sartorius and tensor vagina femoris and is 
opened by a crucial incision over the head of the 
femur. The constriction being next exposed and the 
tight iliopsoas muscle defined, they are then divided, 
when it will be found that the femoral head is 
easily reduced. After the reduction the capsule is 
sutured and the limb put up in full abduction. 


Open operation is not urged until manipulative 
measures have failed. In obstinate cases the quad- 
ratus femoris should be sectioned in addition to the 
iliopsoas and the capsular diaphragm. In cases of 
anteversion, subtrochanteric osteotomy should fol- 
low reduction by the operation described. The 
fragments should be plated and the limb put in 
plaster at an angle of 90°. H. W. Meverpinc. 


Smith, M. T.: Injuries of the Knee Joint. North- 
west Med., 1919, xviii, 263. 


In listing industrial knee-joint injuries the author 
gives first place to lateral sprains. Usually occurring 
in the internal ligament, the trauma is due to a twist 
of the flexed leg on the thigh so easily obtained in the 
stooping position of the miner. Such an injury is 
followed by joint effusion and local tenderness 
necessitating treatment by rest in bed and immo- 
bilization followed by pressure bandaging and tilt- 
ing of the sole of the heel. 

Injury to the semilunar cartilage, always the 
inner, is usually associated with injury to the inter- 
nal lateral ligament and follows extension of the 
rotated leg on the thigh. The same etiology allows 
the internal condyle of the femur to impinge on the 
cartilage, either dislocating or crushing it. In such 
cases there is severe pain with inability to extend the 
knee completely or complete locking plus negative 
X-ray findings, joint effusion, and tenderness. The 
treatment of the first attack is complete flexion of 
the leg on the thigh with internal rotation of the foot 
and quick extension, followed by rest in bed and 
immobilization for two or three weeks. If this in- 
jury occurs many times, removal of the cartilage is 
indicated. The author recommends Sir Robert 
Jones’ method according to which a short incision 
is made directly over the cartilage. 

Loose bodies seen in seven cases and causing 
intermittent locking were due to direct trauma. 
The treatment of these is removal. Rupture of the 
crucial ligament is the most serious associated lesion 
in dislocation of the knee, but immobilization results 
in a firm cicatrization of the ligaments and often a 
useful joint. 

The conclusions drawn are as follows: 

Miners are especially prone to injuries of the 
internal lateral ligament and the internal semilunar 
cartilage. Internal derangements, though serious, 
may present only effusion. In cases of recurrent 
locking removal of the injured semilunar cartilage 
is the procedure of choice and restores function. 

R. G. PAcKarD. 


FRACTURES AND DISLOCATIONS 


Ryerson, E. W.: Intramedullary Beef-Bone Splints 
in Fractures of Long Bones. J. Am. M. Ass., 
1919, Ixxiii, 1348. 

The intramedullary beef-bone splint is easy to 
apply and affords great strength. The proper 
alignment of many fractures, especially those of the 
forearm, is difficult to attain. While the short 
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medullary splint gives apposition, it does not prevent 
angulation. The long splint is often difficult to 
insert on account of muscular contraction. Ryerson 
describes a method of applying the long intra- 
medullary splint. 

Beef tibia or femur about 5 or 6 in. long is made 
into strips 34 in. in diameter for the adult femur 
and 3% in. in diameter for the humerus. A variety 
of approximate sizes should be on hand, however. 

A hole is bored near one end like a needle eye. 
The fracture is exposed in the usual way. The splint 
is driven into the medulla of the long fragment, 
eyeless end first, and the eye is threaded with catgut. 
A hole is then drilled obliquely though the cortex 
into the medulla of the short fragment. This hole 
slants toward the break and is placed at a distance 
of one-half the splint-length from the fracture. 
Through it wire is threaded, brought out at the end, 
and fastened to the catgut which has been previously 
attached to the hole in the splint. The fracture is 
then reduced and by means of traction on the wire 
and catgut the splint is drawn into position. To 
keep the splint from slipping the catgut may be 
sewed to the periosteum. 

The method is not adapted to comminuted 
fractures. ‘Transverse fractures are the most 
satisfactory types for the procedure. K. L. VEur. 


Bonneau, R.: Correction of Osseous Deviations 
in Fractures of the Long Bones by Direct Ac- 
tion upon the Free Extremities of the Frag- 
ments (Correction des déviations osseuses dans les 
fractures des os longes par action directe sur |’ex- 
trémitié libre de fragments). J. de chir., Par. 1919, 
XV, 371. 


Bonneau deals especially with the deviations in 
alignment of the femur following fractures. 

The most efficacious method of correcting such 
deviations is correction by direct action on the free 
ends of the fragments. This anatomical correction 
may be obtained in two ways: (1) by osteosynthesis, 
and (2) by the application of plaster. Of the two 
methods the second causes the least traumatism on 
the periosteum and bone. A Lambotte or Lane 
bone plate gives rise to foci of osteitis in the bone 
which retard the formation of callus and often pro- 
duce small sequestra requiring months to destroy. 

Bonneau’s method consists of wire osteosynthesis 
with wire fixation of the fragments in proper align- 
ment. The wire is passed through a hole bored in 
each fragment and twisted until the fragments are 
in correct approximation. It is then bound round 
the fragments and brought to the exterior of the 
wound where it is attached to the metallic bone 
splint. A screw arrangement fixed to the splint 
conveys such pressure to the fragments as may be 
necessary to make the correction exact. Both this 
long screw and the wire act as drains and their ulti- 
mate removal does not necessitate reopening of the 
wound which must be done when a plate is used. 

The author states that after having been a very 
ardent partisan ‘of osteosynthesis he now employs 
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this exteinal method of fixing the fragments to- 
gether exclusively. W. A. BRENNAN. 


Bompiani, R.: The Treatment of Open Gunshot 
Fractures and Articular Wounds (Riassunto 
critico sulla cura delle fratture aperte e lesioni arti- 
colari d’arma da fuoco). Policlin., Roma, 1919, 
xxvi, sez. chir., 249; 297; 336. 


The author reviews the results obtained in the 
treatment of more than 1,000 cases of osteo-articular 
war injuries. In 729 cases the patient recovered; 
in 519 there was no infection; in 210 the wound be- 
came suppurative; and in 207 such complications as 
gangrene, shock, tetanus, etc. developed. 

Operation was performed in 829 cases and primary 
suture was done in 103. A destructive operation 
was necessary in 81 and a second operation in 138 
cases. These secondary operations were principally 
sequestrotomies, resections of amputation stumps. 
and operations for pseudarthroses or ligation of 
vessels because of secondary hemorrhage. 

There were 87 deaths in the whole series, 22 
occurring in amputation cases and 36 due to pri- 
mary shock and anemia. 

The author attributes the large percentage of 
the cases in which there was no infection to the 
systematic surgical prophylaxis which was followed. 

In 103, cases in which primary suture was done 
there were only 5 failures. In 3 of these suture 
was done a second time, and in 2 recovery followed 
suppuration. The proportion of cases running a 
suppurative course compared with those evolving 
aseptically was much higher in the author’s early 
series than after primary suture was adopted. 

The author believes also that surgical treatment 
wards off complications. The mortality in the 
cases of shock and acute anemia was unusually 
high because the patients were not received until 
they were already in a dying condition. The cases 
of gas gangrene (5 per cent of the total) are certainly 
not many and the general mortality, 1.9 per cent, 
is lower than the mortality given by other authors. 
The fact that there were only 6 fatalities from sep- 
ticemia out of a total of 29 cases proves the worth 
of surgical prophylaxis. 

The author directs attention to the value and 
importance of serum treatment in cases of tetanus. 
In the 3 cases in which death was due to this 
cause the use of serum had been omitted or limited 
to a single injection. 

The results obtained in articular injuries were 
very satisfactory. Out of a total of 143 knee-joint 
wounds, which are usually considered the most grave, 
there were about 50 primary recoveries. In a total 
of 1509 cases of other joint injuries there were about 
70 primary recoveries. W. A. BRENNAN. 


Cotton, F. J.: Adequate Reduction and Care in 
Colles’ Fracture. Boston M. & S. J., 1919, 
clxxxi, 651. 


In this paper Cotton champions the flexion method 
of reducing Colles’ fracture, but adds also a new 
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twist — pronation. He states that if the ulna is the 
fixed point about which the wrist is displaced 
backward, it should be the fixed point around which 
the displacement is reduced. Strong pressure is 
made anterior to the head of the ulna, and the wrist 
is flexed and pronated in “one sweeping twist” by a 
strong drag. To hold it there, plaster splints molded 
over the anterior and posterior sides are used, the 
fingers, of course, being left free. This flexed position 
is maintained for two weeks, after which straight 
splints are applied for a week longer. Massage 
and exercises are then indicated. 

Several complications which may result in dis- 
ability are described. In a few cases traumatic 
arthritis may develop. The patient improves very 
slowly, but usually recovers perfectly under pro- 
longed treatment with heat, massage, and passive 
motion. Anterior luxation of the ulna is rather 
common, and when associated with shortening 
of the radius may result in a locking anterior to the 
pisiform which prevents flexion. Following tearing 
of the ligaments there may be a recurrent luxation 
of the ulna. All these conditions may be corrected 
by osteotomy even long after the injury. The ulna 
trouble can never be corrected unless the radius is 
made straight as the two bones are held together 
above the point of fracture by the inte1osseous mem- 
brane. Therefore, to relieve the symptoms which 
are mostly on the ulnar side more care must be 
exerted in reducing the radius. W. A. CLarkK. 


Fassett, F. J.: The Standard British Method of 
Treating Fractures of the Femur at the Close 
of the War. Northwest Med., 1919, xviii, 253. 


Three outstanding ideas in the treatment of 
femoral fracture resulted from the studies made 
during the war: first, the use of the Thomas knee- 
splint in its varying forms for first aid, transporta- 
tion, and throughout treatment; second, the sus- 
pension of the splint so as to permit raising and 
tilting of the lower fragment to meet the upper 
fragment at the proper angle; and third, other 
methods of traction than adhesive plaster skin- 
traction, particularly the use of Sinclair glue, calipers 
into the condyles or malleoli, screws in the shaft of 
the tibia, and stirrups inserted above the os calcis 
anterior to the tendo achillis. 

In 1918 a general plan of instruction as to the best 
all-around system for the management of serious 
fractures encouraged the following general routine: 

The beds were supplied with mattresses made in 
removable sections to permit easier access to the 
wound. The pulley was placed at the foot of the bed 
3 ft. above the level of the mattress. The Thomas 
splint used allowed flexion of the knee. The thigh 
and leg were supported by transverse flannel slings 
which could be adjusted. The foot-piece of the 
splint was made fast to the upright at the foot of 

e bed to bring the lower femoral fragment in line 
with the upper fragment. Traction was made by 
means of tongs inserted into the condyles of the 
bone. To insert these tongs, the skin was first 
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cleaned and drawn upward before the bone was 
incised. The tongs were then inserted and pressed 
firmly into place. Traction was applied by a ro 
fastened to the handles. This insertion could 
done under local or general anesthesia as preferred. 
The mere presence of infection did not indicate the 
removal of the tongs though it would have neces- 
sitated the removal of Steinmann nails extending 
through the marrow cavity. As landmarks for the 
insertion of the tongs, the inner blade was placed 
just above the adductor-tubercle, and the outer 
blade just opposite. Care was taken to prevent re- 
laxation on the handles, and the tongs were left in 
place until union was at least under way. 

The author concludes that the three main factors 
in this treatment were the Thomas splint, the sus- 
pension of the splint, and the direct traction to the 
bone instead of to the skin. R. G. Packarp. 


SURGERY OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Arquellada, A. M.: My Experience in the Treat- 
ment of Osteomyelitis (Mi experiencia en el 
tratamiento de las osteomielitis). Pediatria es- 
pafi., 1919, viii, 399. 

Arquellada reports the results of his treatment 
of osteomyelitis in cases in which the infection 
complicated or followed influenza. 

His statistics cover 167 cases; 99 of the tibia, 
26 of the femur, 11 of the humerus, and the re- 
mainder of various other bones. Perfect healing 
was obtained in all but one case. This patient 
suffered a fracture of the upper end of the tibia 
during the period of reorganization and was left 
with an ankylosis of the knee. 

The author used both surgical and vaccine ther- 
apy. He removed the sequestra by surgery and em- 
ployed vaccine after the wound was opened to 
prevent secondary infection. 

Several surgical procedures are described. The 
first consists in opening the bone cavity, removing 
all sequestra, cleaning the cavity thoroughly, and 
then filling it with gauze. A second process consists 
in cleaning out the osteomyelitic focus, making it 
as aseptic as possible, filling the cavity with Moe- 
setig’s paste, and suturing the skin over the paste. 
In a third method the cavity after being cleaned out 
is filled with some organic ‘substance. 

Arquellada considers the first method the poorest 
of all because it retards healing, exposes the wound 
to postoperative infection, and is excessively painful. 
Unfortunately, in about half the cases it is the 
only possible procedure. He recommends, however, 
that autovaccine be used in connection with this 
method. Lately he has used Dakin’s solution in 
these cases, applying it several times daily until 
the microscopic examination of the exudate shows 
the absence of pathogenic organisms. Then he 
closes the wound. It is only fair to the Spanish to 
mention in this connection that the idea of using 
hypochlorite solution for the cure of wounds origin- 
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ated with Cortezo who employed it for the first 
time in 1884. 

If the cavity is to be filled with paste it must jbe 
cleaned thoroughly and made perfectly aseptic. 
Arquellada uses a stream of hot air for this purpose. 
Great care must be taken that the suture includes 
the separated periosteum. It is so important that 
the periosteum be sutured that if it is not included 
with the other tissue it must be sutured separately. 
In some of the cases in which paste was used the 
wound was completely healed over the paste in 
twenty days; in others the paste was discharged 
later without causing the patient any trouble; 
in still others the suture broke and the paste was 
discharged painlessly, little by little. This procedure 
is contra-indicated if the skin is macerated or de- 
stroyed. 

In the method by which the wound is filled with 
organic material, fatty or other tissue from the 
vicinity of the wound may be used. Fatty tissue 
may be brought from the gluteal region, or.a lipoma, 
if present, may be utilized. Arquellada has had no 
opportunity to use lipomata, but he has used fatty 
tissue from the gluteal region a number of times. 
In one instance the cure was total but in the other 
two instances the tissue was gradually discharged. 
The time required for healing in these cases was 
shorter than the average for the cases that were 
treated with the paste. The use of fatty, muscular, 
and subcutaneous tissue from the neighborhood of 
the wound and the process of using periosteum only 
-to fill the cavity are also described. 

Arquellada sums up his article as follows: 

1. Vaccine therapy ought to be employed at the 
beginning of the disease. 

2. The best operative method is to fill the cavity 
with organic material from the vicinity of the 
wound. 

3. Next in order of good results is the filling of the 
cavity with paste. 

4. When the wound does not close by first in- 
ao Dakin’s solution and later suture may be 
used. 

5. If the cavity remains open, an autovaccine 
should be used. 

6. Ifthe bone is not completely regenerated, bone 
transplanting should be done. W. A. BRENNAN. 


Kirmisson, E.: Twenty Years’ Experience with the 
Results of Resection (Les résultats des résections 
d’aprés une observation de vingt années). Rev. 
d’orthop., 1919, n.s. vi, 485. 

The data presented by the author were obtained 
from 201 resections as follows: knee, 118 cases; 
hip, 42 cases; elbow, 19 cases; tarsals, 20 cases; 
and wrist, 2 cases. 

The majority of the patients were seen again at a 
more or less long interval after the resection was done 
and therefore when there were definite results. From 
these cases Kirmisson concludes that when the 
technique used is correct and the indications are well 
judged resection will give excellent results. 
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Generally adolescence and maturity are the most 
favorable times for resection. In children, especially 
when the operation is done before the fifth year of 
age, and in old persons the results are often very 
poor. It was under such circumstances that the 
author frequently observed deformities and marked 
shortening following resections of the hip. 

In the hip, deformity is seen as inversion of the 
limb characterized by flexion and abduction, and in 
many cases it causes luxation of the upper extremity 
of the femur in the external iliac fossa. Especially in 
resections of the knee, deformities are of great impor- 
tance owing to their frequency and their consequences. 
They are produced usually in the form of flexion and 
genuvarum. Genuvalgum is more unusual. 

While resection would be ideal for curing chronic 
arthritis if it preserved movement, it must be con- 
fessed that this result is not yet quite realizable. 
Moreover, the preservation of movements may 
itself be a danger either from the point of view of 
recurrence or from that of deformity. Here the 
serious question as to the condition of the muscles 
intervenes. It is well to preserve the mobility of the 
joint but only if the muscles that enable it to func- 
tion are preserved. It is of little use for a patient 
to have a mobile hip joint if owing to atrophy of the 
necessary muscles he is unable to extend the leg. 
In such cases solid ankylosis would be preferable. 

In his clinical examinations Kirmisson had the 
opportunity to compare the walking of two patients 
oneof whom had a solid ankylosisof the hip while the 
other had had a resection of the joint. The patient 
with ankylosis walked solidly while the patient 
whose hip had been resected hesitated at every step 
like a person with congenital luxation of the hip. 
The condition of the musculature, therefore, is one 
of the principal factors to be taken into account. 

Of 26 patients who had a knee resection before 
their fifth year of age 18 had a deformity in later 
life. Of 22 patients who had a knee resection be- 
tween their fifth and tenth years of age 16 had a sub- 
sequent deformity. 

There were 9 cases of resection of the hip before 
the fifth year of age and 23 between the fifth and 
fifteenth years. In the first group a deformity or 
great shortening resulted in nearly all. In the second 
group satisfactory results were obtained in only 2 
cases. W. A. BRENNAN. 


Starr, C. L.: A Consideration of Some of the Prob- 
lems Presented by Amputation. J. Am. M. 
Ass., 1919, Ixxiii, 1585. 

An ideal stump is defined as a stump the length of 
which will best permit the instrument maker to fit 
the most suitable appliances to the portion of the 
limb amputated. It should have a linear scar free 
from puckering or infolding of the skin, and sufficient 
flap to cover the end of the bone readily but without 
redundancy. It should have also a pad of fat and 
subcutaneous tissue over the bone end which should 
not be adherent. The joints above the amputation 
should have full range of motion. 
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Some of the surgical problems which are en- 
countered are: 

1. Latent infecticu which may be lighted up very 
easily. In some instances massage and manipula- 
tion of the stump may be sufficient to start afresh 
a cellulitis which may become very troublesome, 

2. Ulcers still remaining which may require 
excision. 

3. Sinuses. These are usually due to the pres- 
ence of either a foreign body or non-collapsible 
wall of fibrous tissue, and on removal of the cause 
will invariably heal promptly. 

4. Spurs of bone or exostoses. These are of 
frequent occurrence and due to a tearing up and 
partial detachment of shreds of periosteum or small 
bone fragments broken off by the saw. 

5. Fibroneuromata. Fibroneuromata are found 
not infrequently growing out from the cut end of the 
nerve. The complication may be obviated by cut- 
ting the nerve obliquely or at a higher level after 
stripping back the sheath, and then tying the sheath 
over the cut end. 

(Edema of the stump is treated most efficiently 
by suitable pressure with a bandage and the use of a 
temporary peg leg with a plaster or leather bucket. 
Loss of muscle power often requires considerable 
training before the stump is in condition and the 
artificial appliance can be used satisfactorily. 

The peg leg takes the bulk of the weight on the 
tuberosity of the ischium and eliminates the 
troublesome pressure on the perineum. The stand- 
ard limb which is used later is made of seasoned 
willow. The toes are of felt, the foot of maple, and 
the ankle bushing of bronze working in leather. In 
the knees the control is from inside the bucket. 

Experience has demonstrated that a very compli- 
cated artificial arm is not satisfactory. A light dress 
arm of wool controlled at the elbow from the opposite 
shoulder with a catch lock and a detachable hand 
is the type supplied for all amputations above the 
elbow. For the forearm the same pattern without 
elbow control and with a leather corset about the 
upper arm is substituted. The working arm is a 
simple leather bucket reinforced with a band steel to 
which is attached a short steel tube into which may 
be inserted a special clasp hook or a lighter hook of 
the Dorrance type. 

Many persons need encouragement by example 
and contact with others similarly afflicted who are 
able to accomplish useful tasks, R. B. Corretp. 


ORTHOPEDICS IN GENERAL 


McChesney, C. J.: Plaster Methods of Treating 
Muscle Contractures Following Wounds. Cali- 
fornia State J. M., 1919, xvii, 395. 


The author describes in detail the plaster methods 
of treating contractures of the hip, knee, ankle, 
shoulder, forearm, wrist and fingers, supplementing 
his description with 16 illustrations. 

For the adduction deformity of the hip he recom- 
mends gradual abduction by strong traction on a 


Jones abduction frame, or immediate abduction 
under anesthesia on a Hawley table and fixation in 
plaster. 

For flexion deformity at the knee, a plaster cast, 
well padded over:the patella, is recommended. 
After a few days the cast is cut two-thirds of the way 
round at the knee and as much extension is made 
as the patient can stand, a cork being inserted to 
keep the gap open. The whole is then sealed over 
with a few turns of plaster bandage. This proced- 
ure is repeated once or twice a week, the seal of 
plaster being removed and a wider cork being in- 
serted each time. 

For contracture of the ankle a cast is applied from 
the top of the leg to the toes with maximum dorsi- 
flexion and slight inversion of the foot. A wedge 1 
or 2 in. wide is cut anteriorly over the ankle joint 
from malleolus to malleolus. The foot is then dorsi- 
flexed to the limit of the patient’s comfort, the gap 
being thus partially closed, and sealed with plaster. 
This is repeated once or twice a week until a right 
angle position is attained. The latter should then 
be maintained for from one to four weeks depending 
upon the tendency to relapse. 

The same principle of treatment applies to adduc- 
tion deformity at the shoulder, flexion at the elbow, 
pronation of the forearm, flexion at the wrist, and 
deformity of the fingers. The article contains an 
illustration of the Downs plaster slab splint for flex- 
ing the phalanges of the fingers. 

McChesney states that the plaster treatment is 
never intended to supplant massage and treatment 
by exercise but rather to attack the contracture in 
its most resistant stages, stretch the tissues in the 
shortest possible time to full or over-correction, and 
then gradually give way to massage and exercises 
which maintain or increase the correction while 
restoring activity and suppleness to the affected 
muscles. Pur Lewin. 


Ochsner, E. H.: Potential and Acquired Static 
Flat-Foot. N. York M.J., 1919, cx, 745. 


Potential flat-foot is a weakened condition of the 
arch due to disproportion between the strength of 
the foot and the strain to which it is subjected, the 
latter, however, not being sufficiently severe to 
break the arch. Acquired static flat-foot is.an ac- 
quired compound deformity in which the bones of 
the foot assume an abnormal relation to each other 
and to the leg. As a result there is improper distribu- 
tion of weight and strain, and abnormal function 
and loss of the arch. 

The normal shape of the foot is maintained by the 
shape of the bones, by the ligaments and fascia, and 
finally by the muscles. If there is disproportion be- 
tween the weight borne and the strength of all of 
the factors mentioned, the longitudinal arch gives 
way and flat-foot results. The muscles are the first 
to settle, next the ligaments and fascia, and lastly 
the bones. The chief muscles involved are the tibialis 
anticus and posticus. If these become weakened or 
overstretched, the foot becomes abducted and 
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everted, the weight of the body being borne internal- 
ly to the center of the arch. In extreme cases this 
results in a change in the shape of the tarsal bones. 
Muscle weakness, excessive weight bearing, and 
faulty footwear are etiological factors. In 57 to 61 
per cent of the cases the condition appears at about 
the age of puberty. In the selection of shoes, the 
proper length and width are usually obtained, but 
no attention is paid to the height of the shoe. If this 
is incorrect, severe pressure is made on the instep. 
Arch supports do not cure flat-foot. They relieve 
the tibialis anticus and posticus muscles from all 
function and thus cause still further atrophy. Cya- 
nosis, coldness, numbness, sweating of the feet, 
fatigue on the slightest exertion, and general dis- 
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comfort are the first symptoms. Outward deflection 
of the tendo achillis is a never-failing early sign. 
Pain may be felt at several different areas of the foot. 
Leg and back pains may also be due to flat-foot, 
Shoes must be of the proper length and width. 
Stockings must not be too short or tight over the 
instep. Exercising the tibialis anticus and posticus 
is of greatest value in the treatment. Adhesive 
strapping when properly applied is also of the great- 
est importance. The strips should be applied to the 
leg and foot with the foot in inversion and adduc- 
tion. They should be left on from four to eight weeks 
and re-applied as often as necessary until a cure 
has been obtained. A symptomatic cure may be 
expected in almost every case. J. J. KuRLANDER. 


SURGERY OF THE SPINAL COLUMN AND CORD 


Lund, F. B.: Tumors of the Anterior Surface 
of the Sacrum. Casel. Chordoma. Case 2. 
Sacrococcygeal Dermoid. Boston M. & S. J., 
1919, clxxxi, 704. 

The term “chordoma”’ is applied to growths 
arising in the center of the intervertebral discs from 
the remains of tissue of the notochord. They con- 
sist of vacuolized cells suspended in a gelatinous 
matrix. 

Altogether 16 cases of these tumors have been 
reported clinically, 10 of them arising from the base 
of the skull, 5 from the sacrococcygeal region, and 
1 from a cervical vertebra. Chordomata are dis- 
tinctly malignant, 80 per cent of the cases showing 
recurrence after operation. 

The case reported by Lund was that of a woman 
60 years of age who for two years had suffered from 
pain.and pressure symptoms over the sacrum and in 
the rectum. Examination revealed a tumor the 
size of a mandarin orange over the anterior surface 
of the sacrum which was smooth, round, elastic to 
the touch, and rather hard. At operation it was 
found that the tumor had perforated the sacrum 
and spread out over its posterior surface. The 
tumor and most of the sacrum were curetted away 
and the cavity was packed with gauze. Because of 
profuse hemorrhage, the operation was terminated 
as quickly as possible. The patient died suddenly 
two months later from an unknown cause. 

Sacrococcygeal dermoids vary greatly, ranging 
from simple cysts to those containing muscle, hair, 
bone, and sometimes even rudimentary organs. They 
are all encapsulated. Occasionally they rupture 
into adjacent organs and often they simulate 
uterine fibroids, ovarian cysts. or anterior spina- 
bifida. 

Lund reports the case of a woman, 24 years of 
age, who for two years and a half had suffered with 
pain on the left side and in the middle of the back, 
constipation, and pain on coitus. Menstruation did 
not begin until she was 21. Examination revealed 
a large, soft, and fluctuating tumor which filled the 


hollow of the sacrum and pushed the rectum for- 
ward. The cyst was exposed by a Kraske incision, 
as much of the sac dissected away as possible, and 
the cavity iodized thoroughly. Recovery was 
uneventful. Louis HANDELMAN. 


Ely, L.W.: Ankylosing Operations on the Tuber- 
culousSpine. Ann. Surg., 1919, |xx, 744. 


Ely reports a case of tuberculosis of the tenth 
thoracic vertebra in a boy 4 years old. In August, 
1918, a Hibbs operation was performed, and in 
January, 1919, a second operation was done. In 
this second operation a long incision down to the 
vertebra was made at the site of the previous opera- 
tion and a piece of the cortex removed from the 
tibia with a circular saw was sutured to the laminz 
with kangaroo tendon. 

In April, to19, following the child’s death from 
meningitis, the affected portion of the spine was 
obtained for examination. 

Posteriorly the periosteum was tightly adherent. 
When this was dissected off, a solid bridge of bone 
was found uniting the eighth, ninth, tenth, eleventh, 
and twelfth thoracic and the first lumbar verte- 
bre. This bridge was seen to be the result of the 
union of the lamine produced by the Hibbs opera- 
tion reinforced by the graft which was united 
firmly to the lateral masses. The bony structure of 
— graft was continuous with that of the receiving 

nes. 

Anteriorly, the bodies of the eighth, ninth, and 
tenth thoracic vertebra were badly diseased. A 
large portion of them, especially on the left side, 
had been destroyed. 

The conclusions drawn by the author in regard 
to ankylosing operations for spinal tuberculosis are 
as follows: 

1. They are curative in a large proportion of 


cases. 

2. They ankylose neighboring sound joints but 
not the diseased joints and provide simply a splint 
for the affected region. Hence they give rest and 
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nothing more. Occasionally the disease progresses 
after operation and a second intervention above or 
below the first is necessary when the tubercle bacilli 
invade the bone marrow above and below the 
ankylosed area. 

3. They greatly shorten and simplify the treat- 
ment. Complications such as abscess formation and 
paraplegia seldom develop afterward. 


SURGERY OF THE 


Auvray: The End-Results of Operations upon 39 
Wounds of the Radial Nerve Performed in 1915 
and 1916 (Resultats éloignés de 39 plaies du nerf 
radial operées en 1915 et 1916). Bull. et mém. Soc. 
de chir. de Par., 1919, xlv, 1291. 


Thirty-one of the 39 cases of radial nerve 
injuries operated upon by Auvray have been 
traced. In 15 there had been simple liberation of 
the nerve; in 11, an end-to-end suture; in 2, suture 
of the upper end to the lower end; in 1, an anastomo- 
sis to the internal brachial nerve; in 1, the insertion 
of a graft of the internal brachial nerve; and in 1, 
the excision of a cicatricial nodule. 

There were 17 recoveries. In 5 there was definite 
improvement but not complete recovery; in 2 
there was slight improvement; and in 7, no improve- 
ment. 

Auvray therefore concludes that the results of 
surgical operations upon wounds of the radial nerve 
may be considered very satisfactory since of the 31 
patients operated upon 22 reported a cure or very 
great improvement after a long interval. 


4. They are serious operations. Several deaths 
directly attributable to them have been reported. 

Opinions differ as to the relative merits of the 
Albee and Hibbs methods but Ely prefers the latter. 
He admits, however, that it is more difficult and 
requires two hours for its completion whereas the 
Albee operation can be performed in three-quarters 
of an hour or E. H. Poot. 
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Liberation of the nerve and suturing have given 
equally good results. In 15 cases of nerve liberation, 
recovery or very great improvement resulted in 12, 
while in rr cases of suture there were 8 recoveries. 
These good results occurred in even the most severe 
injuries of the radial nerve and though the operation 
was performed a long time after the injury. 

At the last congress of the Société de Chirurgie 
it was proposed to remedy radial paralysis by early 
recourse to tendon anastomosis. Auvray is of the 
opinion, however, that such anastomosis should 
be deferred as late as possible so that at the time of 
operation it is definitely certain that spontaneous 
restoration of the nerve is improbable. In certain 
cases functional restoration may occur only after 
several years. 

By the term “recovery” in the cases referred to 
Auvray means that patients who were paralyzed for 
long months are now able to use their arms and 
have been able fully to resume occupations in civil 
life which require normal or almost normal function- 
ing of the arm. W. A. BRENNAN. 


MISCELLANEOUS 


CLINICAL ENTITIES— GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Harries, D. J.: Surgical Problems and Difficulties 
in the Tropics. Indian M. Gaz., 1919, liv, 453. 


A temperature of 104 to 106 in the shade does not 
preclude the use of ether as an anesthetic, but may 
make necessary a larger quantity, particularly if a 
preliminary administration of morphine has not 
been given. 

While the headgear and mask are very uncom- 
fortable in these hot climates, they are worn by the 
operator as, in addition to their other functions, they 
retain the perspiration. 

As the tissues of persons in the tropics bleed freely 
it is necessary to ligate all bleeding points and apply 
compression bandages after operation whenever pos- 
sible. Bleeding may start as late as the date when 
the stitches are removed. Whatever the cause, 
clotting of the blood is greatly delayed. 

Because of its frequency, malaria must always be 
considered among the causes of postoperative fever. 


When malaria is latent in the body an acute attack 
may be precipitated by operation, possibly by rea- 
son of mental worry, trauma, or the anesthetic. 
So-called “abdominal malaria” may simulate acute 
peritonitis. Such an abdomen opened in error 
showed the intestines to be slightly injected and 
covered with a thin layer of a milk-like substance 
which here and there formed small collections be- 
tween the coils 

Acute dysenteric abscess of the liver presenting 
in the epigastric region may develop within forty- 
eight hours and may be mistaken for perforation of 
the bowel or gastric ulcer. 

Orthopedic appliances are poorly borne in the 
tropics as the skin rapidly becomes irritated, 
even slight pressure intolerable. K. L. Vene. 


Smith, F. M.: Studies on Hyperthyroidism. J. 
Am. M. Ass., 1919, Ixxiii, 1828. 
This report is based on the study of 30 men in 
whom the physical findings were suggestive of 
hyperthyroidism. These consisted of rapid pulse, 
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enlargement of the thyroid gland, fine tremor of 
the hands, moist, clammy palms, and some of the 
eye signs usually associated with exophthalmic 
goiter. The object of the author’s observations was 
to determine whether or not the thyroid gland was 
the basis of these findings. 

In addition to the usual routine physical and 
laboratory examinations, glucose was given by 
mouth to determine the patient’s sugar tolerance. 
The response to epinephrin and the effect of thyroid 
feeding were also noted. 

The sugar-tolerance test was made in the follow- 
ing manner: The patient was not allowed to have 
breakfast. About 8 a.m. a sample of blood was taken 
for the initial blood-sugar determination. The pa- 
tient was then weighed, after which he was given a 
glucose drink containing 1.75 gm. of glucose per 
kg. of body weight dissolved in from 250 to 
300 c.c. of water. In the early part of the investiga- 
tion, blood was taken for sugar determinations at 
intervals of one-half, one, one and one-half, two, 
and three hours following the administration of the 
glucose, but later the author was interested only in 
whether or not the blood sugar returned to the 
fasting value within the two-hour period. The 
readings were made at two- and three-hour periods. 
Specimens of urine were obtained and examined for 
sugar immediately after the samples of the blood 
were taken. 

For the epinephrin test the Goetsch method was 
employed. The men were put to bed in a quiet 
room. After the pulse and blood-pressure readings 
became constant, 5 c.c. of 1:1000 epinephrin 
(adrenalin) solution were injected into the deltoid 
muscle. Records were made of the pulse, respira- 
tion, and blood pressure every two minutes for ten 
minutes, and then every five minutes for one hour. 
Following this, observations were made at ten- 
minute intervals for one-half hour, and in the 
meantime any subjective symptoms that arose were 
carefully noted. The reaction was considered posi- 
tive when there was an increase of from fifteen to 
twenty points in the pulse rate and blood pressure, 
accompanied by an exaggeration of the tremor of 
.the hands, nervousness,’ palpitation of the heart, 
and arterial pulsations. 

For the administration of thyroid gland, the men 
were put to bed and isolated in one end of the ward. 
The desiccated thyroid gland of sheep was used. 
The initial dose was 14 gr. morning and evening. 
This dose was increased '%4 gr. each day and con- 
tinued until there was a response or until the pa- 
tient was getting 5 gr. a day. The pulse was taken 
four times a day and whenever possible while the 
men were asleep. A definite increase in pulse rate 
during sleep, associated with increased nervousness 
and irritability, was regarded as a positive reac- 
tion. The administration of thyroid was then dis- 
continued. 

The majority of these men had responded well to 
military service. Only four gave a history of being 
unable to do their work. Practically all of them were 
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convalescing from influenza and had been retained 
in the hospital because of their rapid pulse. In 8 
cases the influenza was complicated by pneumonia; 
in 2, the pneumonia developed during the course of 
measles. 

The predominating symptom was nervousness. 
Twenty-four made this complaint. In addition, 10 
of the men had palpitation of the heart, shortness of 
breath, dizziness, and. a feeling of exhaustion on 
exertion. The remaining 6 had no complaint other 
than slight weakness which was to be expected dur- 
ing the period of convalescence from influenza. 

In 8 cases these symptoms were not noted prior to 
the recent illness. In 15, the onset dated back two,’ 
three, four, and six years, and in a few even to child- 
hood. As far as could be determined the army 
service had not aggravated the symptoms except in 
3 instances. These 3 men had become more nervous 
and had lost from 1o to 15 lbs. in weight in the last 
two months, but were able to work fairly well. 

All the men, except 2, had a lagging of the upper 
lids (von Graefe’s sign). This sign was variable; one 
day it was marked and the next day not demon- 
strable. In 10 cases there was an apparent widening 
of the palpebral fissure (Stellwag’s sign). In none 
was there a distinct exophthalmos. 

In every case the thyroid gland was markedly en- 
larged, and in the majority of cases the right lobe 
was the portion involved. On palpation the gland 
was found to be soft, with the exception of an 
occasional firmer area in either the upper or the 
lower pole. 

The pulse reading was made in each instance after 
the patient had been quiet in bed for several min- 
utes. In practically all cases it ranged from go to 
100. One of the noticeable features was the marked 
increase under the least excitement. 

The blood pressure was based on several deter- 
minations made under uniform conditions. In 20 
cases it was about normal for men between 20 and 
30 years of age. In 10, the systolic pressure ranged 
from 130 to 155, and in 1, it was as high as 170 mm. 
of mercury. In none were there any evidences of 
kidney lesions. 

The blood counts were always made from two 
and a half to three hours after breakfast. In a few 
cases there was a slight polymorphonuclear leu- 
cocytosis. In 4 men this was accounted for by a 
slight tonsillitis which disappeared in a few days. In 
the other cases it could not be explained. In 9 
cases there was a relative increase in the small mono- 
nuclear cells above 30 per cent. 

In 6 cases the blood-sugar value ranged from 
0.102 to 0.117 per cent at the two-hour period. 

Six men were definitely sensitive to small doses of 
desiccated thyroid gland. This was manifested by an 
increase in the pulse rate, flushing, nervousness, and 
palpitation of the heart. In 2 cases the reaction was 
noted when they were receiving 1% gr. a day; in 1, 
when 2 gr. were given, and in 3, when 21% gr. weie 
given. In the remaining cases doses of 5 gr. a day 
had no appreciable effect. 
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Eleven men responded positively to the epinephrin 
test. In 2 other cases there was a reaction which was 
considered sufficiently definite to record as positive. 
The 6 patients who were hypersensitive to desic- 
cated thyroid gave a positive response to epinephrin. 

The author summarizes his observations as 
follows: 

1. In 6 instances hyperthyroidism was the final 
diagnosis. This diagnosis was based on the response 
to thyroid feeding, the reaction to epinephrin, and 
the blood-sugar curve following the administration 
of glucose. The results of the thyroid feeding were 
considered the most reliable evidence in favor of the 
diagnosis made. This was further substantiated by a 
positive response to epinephrin and a suggestive 
disturbed carbohydrate metabolism. 

2. Seven cases were diagnosed as irritable heart. 
In 5 instances this trouble had been present prior 
to the patient’s entrance into military service. In 
2 cases it seemed to be the result of influenza. 

3. Seventeen cases were diagnosed as simple 
tachycardia. In 16 instances no cause was found. 
None of the cases diagnosed as irritable heart or 
simple tachycardia responded to doses of 5 gr. of 
desiccated thyroid, nor was there any suggestion of 
disturbed carbohydrate metabolism. 

G. W. HocureIn. 


Regnault, J.: The Early Diagnosis of Cancer by 
Electrical Reaction of the Visceral Reflexes 
(Le diagnostic précoce du cancer par les réactions 
électroniques des réflexes viscéraux). Presse méd., 


Par., 1919, xxvii, 588. 


The author states that every kind of matter which 
throws off electrons and every organism that func- 
tions is surrounded by an electronic field. Cancer, 
which develops as a parasite and has great prolifera- 
tive activity, is surrounded by a powerful electronic 
field which has peculiar characteristics of polarity, 
intensity, and syntonization. The malignancy of a 
tumor and the exact limits of its invasion, therefore, 
may be determined by electrical reactions of the 
visceral reflexes. In this way also cancer may be 
recognized in its early stages when it may be oper- 
ated upon under the most favorable circumstances. 
Studies on polarity and especially on syntonization 
of cancerous energy suggest in addition the possi- 
bility of restricting or destroying the malignancy 
of a tumor before operation. W. A. BRENNAN. 


Boggs, R. H.: The Treatment of Malignancy by 
Combined Methods. Am. J. Roentgenol., 1919, 
n. s. vi, 481. 


Since no single method is uniformly successful in 
combating malignancy, the author maintains that 
every available means should be employed in the treat- 
ment, and combinations of methods should be used 
when indicated. Thus surgery may be advantage- 
ously combined with postoperative radiotherapy and 
in some cases with ante operative radiation. Remov- 
al by the knife may be supplanted advantageously 
in some cases by electric coagulation since the latter 
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destroys tissue without opening the blood and lymph 
vessels and thus prevents the dissemination which 
might occur following a cutting operation. Opera- 
tion may be combined also with radiation. 

As regards the form of radiation to be used, both 
radium and roentgen rays answer certain indications 
and frequently their combined use is preferable to 
the use of either separately. When a localized reac- 
tion is desired, radium is to be preferred, but if 
large areas are to be treated, roentgen rays are of 
greater benefit. In many instances radium should 
be employed locally, the adjacent lymphatics being 
treated with the roentgen rays. 

As regards specific lesions, radiation should always 
be considered first in the treatment of epitheliomata 
because, when properly applied, practically all 
epitheliomatous tissue will disappear and fewer re- 
currences follow this than any other method. In 
most instances surgery and electric coagulation 
should be empleyed as an adjunct. In the treatment 
of carcinoma of the breast the entire lymphatic sup- 
ply must be taken into consideration and the radia- 
tion must be sufficiently extensive to cover it entirely. 
In carcinoma of the uterus, if radiotherapy is ap- 
plied as a prophylactic measure after operation or used 
in recurrent or inoperable cases, the radium should 
be used locally and all the visceral and inguinal 
glands should be treated with the roentgen rays with 
as thorough crossfiring as is advised for uterine 
fibroids. 

In conclusion, the author states that today when 
removal is necessary the combined or selected meth- 
ods of radium, roentgen rays, and surgery provide 
the only rational and efficient means of treating 
malignancy. The consultant should be thoroughly 
conversant with principles that have been estab- 
lished, experienced, and without prejudice. Suffi- 
cient data have been produced in the past fifteen 
years to give radiotherapy a sound and rational 
place in the treatment of malignancy. This has been 
accomplished by the teamwork of the clinician, 
pathologist, surgeon. and radiotherapeutist. The 
data are so conclusive that there is no excuse for 
experimenting or selecting the wrong method of 
treatment. HARTUNG. 


Broders, A. C.: Benign Xanthic Extraperiosteal 
Tumor of the Extremities Containing Foreign- 
Body Giant Cells. Ann. Surg., 1919, lxx, 574. 


The author reports 17 cases of tumors of the 
soft parts of the extremities. These tumors are 
characterized by their yellow color and the presence 
of foreign-body giant cells in the stroma, Hereto- 
fore they have been classed as spindle-cell sarcoma, 
myeloid sarcoma, myeloid tumor, myeloma, mye- 
loid endothelioma, myeloxanthoma, granuloma, 
giant-cell sarcoma, and giant-cell tumor. ; 

The opinions as to the malignancy or benignancy 
of these tumors and as to their origin have been 
numerous, Because of the foreign-body cells which 
resemble osteoclasts, it has been suggested that they 
arise from bone-forming tissue, such as the perios- 
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teum or endosteum. Some have suggested that they 
have their origin in the endothelium of the blood 
vessels. Others have stated that they are not true 
tumors and should not be called giant-cell sarcomata, 
being in reality inflammatory granulation growths. 

Of the 17 cases reported, 11 were those of females 
and 6 those of males. The average age of the pa- 
tients was 47.2 years. The oldest was 65 years and 
the youngest 21. Ten of the lesions were in the 
upper extremity and 7 in the lower. The average 
duration of the tumor was seven and six-tenths 
years, the longest twenty-four years, and the short- 
est eight months. Twelve patients were treated 
by local excision of the growth, 2 by local excision 
and cautery, and 3 by amputation of either a toe 
or a finger. 

Pathologically, these growths are encapsulated, 
- of a firm consistency, and divided into cellular and 
fibrous areas. In the cellular areas are small lympho- 
cytes, fibroblasts, endothelial cells, and foreign-body 
giant cells. “Foamy lipoid or xanthoma cells” 
were demonstrated in all tumors. The growths are 
quite vascular as shown by numerous blood vessels 
and blood spaces. 

In discussing the relationship of the foreign-body 
giant cell to the tumor, the author suggests two 
views, viz., that of MacCallum, according to which 
these cells arise from lymphocytes, and that of Mal- 
lory, according to which they have their origin in 
the endothelial cells lining the blood vessels. It is 
the author’s opinion that they are similar in function 
and morphology to the osteoclasts of bone, that they 
are “clean-up cells” which absorb foreign material 
such as old blood pigment or cholesterin crystals, 
and that they have a definite purpose in the tumor. 
There is no relationship to bony tissue, however, for 
foreign-body giant cells are often found in the soft 
tissues far from bony structures. 

On the basis of the pathologic picture, the clinical 
history, and the ultimate postoperative results 
(none having recurred), Broders concludes that 
the tumor described should be classed as a benign 
condition, that it is probably the result of extrav- 
asation of blood following an injury or an infection, 
that it resembles a granuloma rather than a true 
neoplasm, and that it should not be called a sar- 
coma, 

The paper is illustrated with 22 photomicro- 
graphs, 3 photographs of gross specimens, and 1 
color drawing of a xanthic tumor of the second toe 
which shows most clearly the close relationship of 
the tumor to the tendon sheath. A. E. MAuLe. 


Gordon, A. H.: Internal Hydrocephalus and Xan- 
‘tthochromia of the Spinal Fluid. Canadian M. 
Ass. J., 1919, ix, 1005. 

The syndrome of Froin consists of a spinal fluid 
of yellow color (xanthochromia) which coagulates 
en masse and shows an abundant lymphocytosis. 
The syndrome of Nonne consists of a spinal fluid 
showing a marked increase in globulin without an 
increase of cellular elements. These features may 
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be complete or partial and there may be variations 
in several of the factors. There may be, for example, 
absence of xanthochromia, cases showing only xan- 
thochromia and massive coagulation, cases showing 
yellow colored fluid without the massive coagulation, 
and cases showing yellow coloration and cellular 
increase with large amounts of albumin but no 
massive coagulation. 

In the case reported in this article lumbar punc- 
ture was done on three occasions and each time the 
fluid was orange yellow but did not coagulate. The 
Noguchi reaction and the Nonne reaction were 
double plus. The cell count was 250 per cubic centi- 
meter and the lymphocytes 90 per cent. At autopsy 
the dura was found to be quite tense. The brain 
was large and filled the cranial cavity. The con- 
volutions were flattened and the sulci obliterated. 
The vessels were prominent and the meninges 
smooth. The vessels were not atheromatous and 
no acute or chronic inflammatory process was recog- 
nized. The brain was flattened out against the 
surface on which it rested. The lateral ventricles 
were markedly distended with fluid which showed no 
yellow color. All of the ventricles were correspond- 
ingly enlarged. There was no evidence of pus or 
blood, tumor or adhesions. The foramen of Mag- 
endie could not be identified. 

The syndrome of Froin or xanthochromia alone 
usually indicates the isolation of one portion of the 
subarachnoid space from the rest by tumors, ad- 
hesions, etc. This separation is usually found at the 
lower levels of the cord. Internal hydrocephalus 
may be associated with separation of the spinal from 
the cerebral arachnoid space either by adhesions of 
the brain stem to the tentorium or by hernia of the 
distended brain into the foramen magnum. 

Reference is made here to the two types of hydro- 
cephalus, communicating and non-communicating. 
In the communicating type, one or more foramina 
remain open in the roof of the fourth ventricle, 
forming a communication with the spinal subarach- 
noid space, but on account of the adhesions be- 
tween the brain stem and tentorium there is no com- 
munication between the ventricles and the cerebral 
arachnoid space. In the non-communicating or 
obstructive type all the foramina are closed and no 
communication between the ventricles and the sub- 
arachnoid space is possible. 

The conclusions are that the cerebrospinal fluid 
is formed in the ventricles by the choroid plexus, 
but that there is no absorption from the ventricular 
cavities as all absorption takes place from the sub- 
arachnoid space. When the subarachnoid space is 
shut off, therefore, either in whole or in part, hydro- 
cephalus results. The injection of phthalein into 
the ventricles is the method of determining this 
clinically. In the communicating type the phthalein 
finds its way readily into the spinal subarachnoid 
space. In the obstructive type it does not appear 
in the spinal space. 

A partial explanation of Froin’s syndrome lies in 
the separation of the sacculated portion of the sub- 
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arachnoid space from the choroid plexus through 
which it is normally filtered and a reversion of its 
contents to a simple lymphoid material which is 
yellowish, coagulating, and cellular. I. W. Bacu. 


BLOOD 


Leng, L.: Blood Viscosity. I. Conditions 

the Viscosity of Blood after With- 

yee rom the Body. J. Exper. M., 1910, 
XXX, 597- 


As in determinations made in the Laboratory of 
the University of California Hospital, San Fran- 
cisco, in connection with work on cyanosis the blood 
viscosity was found to be influenced by so many 
factors hitherto unconsidered, it appeared to the 
author that a more thorough investigation of the 
subject seemed warranted. 

Langstroth therefore carried out a series of ex- 
periments to ascertain the effect on the blood of 


oxalate, insufficient mixing, standing in contact with ° 


the air, and variations in temperature. He de- 
scribes these experiments in more or less detail and 
summarizes the results as follows: 

Small amounts of potassium oxalate had no effect 
on the viscosity of the blood and the changes hither- 
to ascribed to it may be attributed to either varia- 
tion in the carbon dioxide content or sedimentation 
of the red blood cells. 

The viscosity of blood when exposed to the air 
increased rapidly. This change accompanied a loss 
of carbon dioxide and was prevented by putting a 
stopper in the container and agitating the blood 
until it came into carbon dioxide equilibrium with 
the air above it, when the viscosity remained con- 
stant. 

In determining the viscosity of the blood it was 
essential to have the red cells uniformly suspended 
throughout the plasma. Such uniform suspension 
was obtained by rotating 5 or 10 c.c. of the blood ina 
separating funnel for one minute. E. BEmsy. 


Langstroth, L.: Blood Viscosity. II. The Effect 
of Increased Venous Pressure. J. Exper. M., 
1919, Xxx, 607. 

The author speaks of the attempt made early in 
the investigation of blood viscosity to study the 
effect im vivo of an increase of carbon dioxide by 
determining the coefficient before and after the 
venous stasis induced by the application of a loose 
binder. The assumption was that by raising the 
venous pressure for a time the passage of arterial 
blood through the capillaries would be delayed and 
the amount of carbon dioxide increased. It was 
believed that an increase in carbon dioxide would in- 
crease the viscosity, since it had been shown in 
vitro that saturating blood with carbon dioxide in- 
creases the internal resistance. It seemed possible 
also that a concentration of red blood cells in the 
capillaries might accompany the increase in vis- 
cosity for it has been shown that in shock the 
capillary count is higher than the venous. 
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The common method of taking blood from a 
finger, even when a spring lance was used, did not 
seem to offer the possibility of obtaining 0.2 c.c. of 
blood rapidly enough to fill the viscosimeter with- 
out a considerable loss of carbon dioxide, and it was 
found difficult to prevent small bubbles of air from 
entering the instrument. The attempt to use capil- 
lary blood was therefore given up and only venous 
blood was employed. 

A few preliminary determinations of hemoglobin 
with the Palmer method showed such a rapid de- 
terioration of the standard that values obtained 
with it on different days were not comparable. This 
did not affect the comparative value of determinations 
made on the same day, however, and therefore the 
I per cent standard was used often even though the 
absolute hemoglobin value was not obtained. 

Langstroth carried out a series of experiments to 
determine the effect of an increase in venous piessure 
on both venous and finger blood and on hemoglobin; 
also the relation of the carbon dioxide content, 
oxygen unsaturation, and oxygen-carrying power 
to viscosity. These experiments he describes in some 
detail, and summarizes the results as follows: 

A rise in venous pressure caused by the applica- 
tion of a loose binder to the arm resulted in a marked 
increase in the viscosity of the whole blood which 
was due primarily to a concentration of the blood in 
the capillaries. This concentration was shown by an 
increase in the viscosity and total nitrogen of the 
plasma, in the relative volume of the red blood cells, 
and in the relative percentage of hemoglobin. 

A change in the viscosity of whole blood following 
venous stasis apparently bore no demonstrable 
relation to the carbon dioxide or oxygen content. 

G. E. Bemsy. 


Corach4n, M., and Gallart Mones, F.: A Study of 
the Coagulation of the Blood as Indicating the 
Prognosis in Surgery (El estudio de la coagulaci6n 
sanguinea somo dato pronéstico en cirugfa). Siglo 
méd., 1919, Ixvi, 935. 


Since hemorrhage and thrombosis are probably 
the most dangerous of the postoperative complica- 
tions and the most difficult to avoid, the authors 
undertook a series of experiments to determine the 
reliability of Bloch’s method of testing the coagula- 
bility of the blood. 

The technique used in the tests is described in 
detail. The persons whose blood was tested were 
not chosen at random or successively as they entered 
the ‘service but were selected as far as possible 
because their histories indicated that an abnormality 
of coagulation might be expected. 

Of the 56 cases in which the test was made a 
normal index was found in 36, an index lower than 
normal in 18, and an index higher than normal in 2. 
Those in which the index was abnormal are de- 
scribed at length. The authors conclude as follows: 

1. Bloch’s process is to be preferred because it 
ee: not prevent the ultimate coagulation of the 


2. Citrated blood is very similar to the blood in 
the vessels. 

. Blood with a normal coagulation index begins 
to coagulate in the tube in which the relation between 
the sodium citrate and the calcium chloride is as 2:1. 
In the tube in which the relation is as 1:1 the coagu- 
lation is complete. 

4. A daily dose of 3 or 4 gm. of calcium chloride 
by mouth markedly increases the coagulation index. 

5. The coagulation index of patients who develop 
postoperative hematomata is below normal. 

6. Patients with a low index respond to treat- 
ment with calcium chloride and gelatine with 
a rise to normal in the coagulation index. 

7. In cases of venous thrombosis the index is 
normal. The thrombosis is not due entirely to the 
high coagulation index but to other concurrent 
factors, primary among which is infection. 

M. M. Martruies. 


Hanzlik, P. J., and Weidenthal, C. M.: The 
Plasma and Blood-Clotting Efficiency of 
Thromboplastic Agents in Vitro and Their 
Stability. J. Pharmacol. & Exper. Therap., 1919, 
xiv, 157. 

The authors have previously shown that the 
entire group of hemostatic agents are rather limited 
in their usefulness, a fact which is due in part to the 
difficulty of applying crucial tests to determine their 
efficiency under the actual conditions of wound 
hemorrhage. Particularly was this true of the 
thromboplastic type of agents derived from tissues 
or blood. The claims made for the hemostatic 
qualities of these appear to be exaggerated when it 
is remembered that, whatever their origin, hamor- 
rhages are most capricious and generally cease 
spontaneously, even in hemophilia. 

In the authors’ opinion there is no doubt that 
kephalin at least accelerates the clotting of oxalate 
and peptone plasma in the presence of fresh serum 
in vilro. It is largely because of this that its use in 
hemorrhages has been advocated. Lack of success 
with these agents has been attributed to the use of 
old and deteriorated products. It is conceivable 
also, in the authors’ opinion, that their activity 
varies with the dosage and concentration. 

It is the purpose of this paper to compare the 
thromboplastic activity of several different prod- 
ucts, the activity of fresh and old preparations, and 
the relation of the concentration of the products to 
their activity in vitro. 

The results of the authors’ investigations are 
summarized as follows: 

The kephalin and thromboplastin type of throm- 
boplastic agents accelerated definitely and rather 
markedly the coagulation time of blood and oxalate 
plasma in vitro, while coagulen, hemostatic serum, 
and coagulose were practically inactive. 

In descending order of thromboplastic activity 
with peptone plasma, the agents tested were as 
follows: thromboplastins, kephalin, coagulen and 
hemostatic serum (inactive). 
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In descending order of efficiency the freshly ob- 
tained or freshly prepared thromboplastic agents 
tested for plasma and blood clotting in vitro were: 
(1) thromboplastin (Squibb), (2) thromboplastin 
(Armour), Gy kephalins (fresh and some old speci- 
mens, Armour, etc.), (4) coagulen (Ciba), (5) 
coagulose and hemostatic serum (Parke, Davis & 
Company) and normal saline. The thromboplastins 
possessed from three to seven times the clotting 
efficiency of kephalin and shortened the coagulation 
to from one-twentieth to one-tenth as compared 
with normal saline. The kephalins (0.1 per cent, 
fresh and some old) possessed about one-seventh to 
one-third the activity of the thromboplastins, but 
as compared with saline shortened the coagulation 
time to from one-third or one-half. Fresh coagulose, 
hemostatic serum, and coagulen did not accelerate 
clotting. 

Both the kephalins and thromboplastins lost 
their thromboplastic activity on standing. The 
change in kephalin varied most since some speci- 
mens of from nine to twenty-two months’ standing 
were as active as the freshest, while others of the 
same age were only about half as active. Deteriora- 
tion of kephalin was demonstrable at the end of 
about two months. Specimens of thromboplastin 
nine and twenty-two months old taken from differ- 
ent sources possessed about one-eighth to one-third 
the activity of the freshest specimens from the 
same sources and the same activity as the freshest 
kephalin. An old thromboplastin (thirty-two 
months) and a very old kephalin (seven years) were 
entirely inactive. Fresh or old coagulen (dry or in 
solution in ampoules), fresh hemostatic serum, and 
fresh coagulose have no demonstrable thromboplas- 
tic activity in vitro. 

The range of optimal concentrations of kephalin 
for hastening the coagulation time of plasma was 
from about 0.06 to 1 per cent. Beyond these limits 
the coagulation was retarded. The coagulation 
accelerating activity of the thromboplastins (Armour 
and Squibb) was directly proportional to the con- 
centration, indicating a difference in mechanism of 
action from kephalin. Coagulen, coagulose, and 
hemostatic serum in both high and low concentra- 
tions gave variable results, indicating on the whole a 
total lack of accelerating thromboplastic activity in 
these agents. G. E. Brtsy. 


Hanzlik, P. J., and Weidenthal, C. M.: The 
Hzmostatic Properties of Thromboplastic 
Agents under Different Conditions. J. 
Pharmacol. & Exper. Therap., 1919, xiv, 189. 


Practically all thromboplastic agents, though 
differing in origin and composition, are claimed to 
be specific for or indicated in the treatment of 
hemophilia, melena neonatorum, etc. In fact, 
these remedies are advised for all haemorrhagic 
tendencies, even hemorrhages occurring in normal 
persons. Under these conditions it would appear 
that the use of thromboplastic agents was irrational 
and not indicated. On the other hand, if it could be 
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shown that a hemorrhagic tendency actually repre- 
sents a deficiency of kephalin, or if the mechanism 
through which kephalin and similar agents act were 
unfavorably balanced. such, for instance, as by an 


excess of antiprothrombin which might be the case - 


in hemophilia, kephalin and similar agents would be 
indicated logically. However, the proof that these 
disturbances are present in or constitute the etiology 
of hemophilia does not as yet appear to be suffi- 
ciently well established. The scarcity of hemophilia 
material limited the testing of the thromboplastic 
agents as hemostatics to ordinary (normal) bleed- 
ing, but the authors were able at least to test the 
favorable claims made for these agents in bleeding 
from surgical wounds of normal individuals. 

The ineffectiveness of kephalin and thrombo- 
plastin (Squibb) in this direction was indicated in 
previous studies on quantitative changes in bleeding 
from superficial wounds of the dog’s pad. As in 
these experiments most of the pads were irrigated 
with a 1 per cent citrate solution, which in this 
concentration was found to interfere with the 
activity of kephalin, a final decision concerning its 
hemostatic qualities was not made. The authors 
therefore decided to extend the experiments, using 
the agents in a saline instead of a citrate solution and 
under conditions which would be as favorable as 
possible and yet preserve the quantitative features. 
To a certain extent the original difficulties were 
overcome, though not completely. The wounds 
under these conditions did not represent the bleed- 
ing wounds seen in clinical practice. However, in 
irrigated wounds it was possible at least to obtain 
controls of the bleeding from one and ‘the same 
wound. The bleeding from different wounds, even 
though they were made to appear as much alike as 
possible, was variable so that without some kind of 
controls the results were meaningless. Beside 
irrigation experiments, observations were made also 
along clinical lines on hemorrhages from large 
arteries, liver and bone wounds, and intestinal 
bleeding in a case of hemophilia. None of the re- 
sults obtained under these conditions, however, was 
gratifying. 

The agents used and the sources from which they 
were obtained have been described by the authors 
in a previous paper. They summarize their findings 
as follows: 

The hemostatic effects of the thromboplastic 
agents tested on superficial hemorrhage from the 
dog’s pad, although limited and variable, in general 
tended to agree with the agent’s powers of acceler- 
ating the coagulation of blood and plasma in vitro. 
Accordingly, the thromboplastins and kephalin were 
among the most active. Saline and coagulen and 
hemostatic serum were either inactive or doubtful. 

The extreme variability of results obtained after 
the application of various thromboplastic agents 
to dissected femoral arteries bleeding into Scarpa’s 
triangle, and the results in untreated vessels under 
similar conditions, indicated that this method of 
testing was unreliable and unsatisfactory. If 


279 


_ anything, the results indicated the worthlessness 
- as hemostatics under these conditions of kephalin, 


coagulen, and hemostatic serum, and probably also 
of the thromboplastins. 

The application of various thromboplastic agents 
to bone and liver wounds of a dog gave unsatisfac- 
tory results. On the whole the results were negative 
and did not support the claims that have been made 
for these agents. 

The administration 0° 4 gm. of kephalin by mouth 
to a patient with hemophilia suffering from a 
troublesome intestinal hemorrhage was followed by 
the prompt cessation of the bleeding and the short- 
ening of the coagulation and bleeding time of the ear 
blood. This the authors do not consider as due ne- 
cessarily to the kephalin, however, since bleeding in 
this patient was known to have stopped sponta- 


‘neously before the treatment. It illustrates there- 


fore the necessity for exercising the greatest care 
in interpreting ‘data of this sort. G. E. Bemsy. 


Lacoste, Lartigaut, and Piqué: The Results of 36 
Blood Transfusions in the Treatment of 
Patients with War Shock (Resultats de 36 trans- 
fusions du sang chez des shockés de guerre). Bull. et 
mém. Soc. de chir. de Par., 1919, xiv, 1261. 


In the authors’ ambulance service 1,600 un- 
transportable wounded men were received. In the 
cases of 36 of these patients (33 of whom were 
hemorrhagic and 3 non-hemorrhagic) blood trans- 
fusion was indicated. The transfusions were given 
either before operation, immediately afterward, 
or later. 

From their study of these cases the authors 
draw the following conclusions: 

In the cases of hemorrhagic patients there is a 
remarkable parallelism between the findings of the 
clinical examination and the blood pressure. Hy- 
potension measures the degree of decompensation. 
The persistent amelioration of the arterial pressure 
indicates a favorable outcome of the hemorrhagic 
complications and suggests a favorable prognosis 
if there are no signs of infection. 

Oscillometry as a means of arriving at a diagnosis 
and prognosis appears to be of the greatest value. 

In addition to its aid from the standpoint of 
therapeutics, the systematic measurement of the 
arterial tension in shock following haemorrhage 
has given the authors information regarding the 
comparative value of intravenous injections of 
isotonic salt solution and blood transfusion. The 
beneficial effects of salt solution, heat, and heart 
stimulants as translated by the increased tension 
noted by the oscillometer have in some instances 
made blood transfusion unnecessary. The cases 
treated by transfusion mentioned in this report 
were those in which the initial low tension persisted 
in spite of the use of salt solution and other treat- 
ment. Following blood transfusion this hypotension 
as a rule yielded definitely and rapidly and was 
associated with a striking improvement in the 
general condition. 
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A cardiovascular examination with Pachon’s 
oscillometer demonstrates also the therapeutic 
value of the various agents used for posthamorrhagic 
complications. 

In concluding their article the authors emphasize 
the importance of measuring the arterial tension to 
establish criteria as to the advisability of blood 
transfusion in a given case. This information, in 
addition to the findings of the general clinical 
examination, gives the surgeon also the best in- 
dications for fixing the time of the transfusion. 

Pachon’s oscillometer is more than an ordinary 
sphygmomanometer. It is a very sensitive and 
practical instrument for studying the pulse and 
cardiac impulsions which reveals pulsations im- 
perceptible to the sphygmomanometer. The nota- 
tion of the index and the construction of the os- 
cillometric curve show at once the advantage of the 
instrument, for by this means it is possible to obtain 
in a series the results of different examinations and 
to perceive rapidly, easily, and accurately the 
modifications which follow the reaction to the use 
of different therapeutic agents. The war surgeon 
working almost incessantly at the operating table 
is enabled to follow the condition of shocked 
patients both before and after operation by glancing 
at their oscillometric curves between operations. 

W. A. BRENNAN. 


Shupe, T. P.: Some Aids in the Technique of 
lood Transfusion by the Paraffin-Tube 
Method. Surg., Gynec. & Obst., 1919, xxix, 608. 


In a large number of blood transfusions performed 
in a British casualty clearing station and in private 
practice the following points were found to facili- 
tate the procedure: 

1. A well-paraffined tube. 

2. Sharp dissecting instruments. 

3. Exposure in both the recipient and the donor 
of at least an inch of vein without branches, If 
branches appear in the exposed portion, they 
should be tied. 

4. A properly applied tourniquet on the donor. 

5. A few ounces of 5 per cent sodium citrate 


‘ready on the table to be used for the prevention of 


clots in the tube. The tube should be dipped in 


- the citrate solution before it is inserted in the vein. 


When the tube is refilled three or four times, a 
small fragment of clot may remain adherent to the 
side after it has been emptied. This small clot will 
form the nucleus of a larger clot, and make the 
injection of the contents of the refilled tube quite 
difficult or impossible so that a second tube will 
be required and from 100 to 200 c. c. of blood may 
be lost. This difficulty will be obviated if a few 
cubic centimeters of the citrate solution are injected 
into the large opening of the Vincent tube, shaken 
for a minute, and then allowed to run out, taking 
with them all small particles of residue blood. 

The simple procedure described will also prevent 
the injection of clots into the vein and the danger of 
subsequent thrombosis. 


Schematic drawing showing how suture can be passed 
around the tube and vein. 
Shupe, T. P.: Some Aids in the Technique of Blood 
Transfusion by the Parafin-Tube Method. 


Blood clotting in the vein of the patient with 
low blood pressure and the consequent delay 
in opening a new vein each time a tube is filled 
are prevented by laying a gauze sponge saturated 
with a 5 per cent solution of sodium citrate on 
the exposed vein of the recipient immediately 
after the lumen has been opened, and keeping 
it in place while the tube is being filled. 

By the use of a small amount of citrate in this 
way, whole blood, and nothing but blood, is given 
the patient. It is not necessary to mix citrate 
or any other substance with the blood to be injected. 

6. The accompanying cut shows how a closed 
connection preventing any regurgitation of the 
blood between the vein and the tube can be made 
by crossing a linen suture around the vein and 
tip of the tube. 


BLOOD AND LYMPH VESSELS 
Hare, H. A.: Three Cases of Aortic Aneurism 
Treated by Wiring and Electrolysis. J. Am. 
M. Ass., 1919, Ixxiii, 1865. 
The author has chosen for this report 3 typical 
cases of aneurism of the thoracic aorta from a total 
of 31 cases which he has treated by the insertion of 
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gold platinum wire followed by electrolysis. These 
are cases of very large aneurisms measuring 8 by 10 
in. and 12 by 14 in. respectively which had invaded 
the chest wall. 

For the type of treatment described the aneurism 
must be sacculated, not fusiform, and the most 
favorable results are obtained on those of the dissect- 
ing sacculated type. Operation may be performed 
before the aneurism has eroded the chest wall 
provided the field of operation is first explored by 
means of the X-ray and the point of greatest bulging 
is taken as the point of election. This point must be 
near enough to the chest wall, however, to obviate 
the necessity of going through the lung to reach the 
aneurism. 

A gold-copper wire has proved useless because it is 
broken down in a few minutes by the electric current. 

Great care must be taken in electrolysis that the 
skin and other tissues are protected by proper 
insulation of the needle through which the wire is 
passed. 

The amount of wire required usually varies from 
15 to 20 ft. The current starts at 5 ma. and is 
gradually increased to 50 ma. during the course of 
from forty minutes to an hour. 

If the street current is used, care must be taken 
that it is properly reduced and that the patient and 
the operator and his assistants are insulated. 

One of the results achieved by this method is the 
almost immediate and usually lasting decrease in the 
pain. The duration of life after operation has 
varied from a few hours in a desperate case in which 
there was pulmonary oedema to nine years in a case in 
which wiring was done twice, the second operation 
two years alter the first. The difficulty in the way 
of permanent cure lies chiefly in the fact that in many 
cases the aortic lesion is a local manifestation of a 
general degenerative arterial change due to syphilis. 
When the lesion is due to trauma the results are 
better. 

In one case the patient was not relieved by 
operation and the failure was found to be due to 
another aneurism just above the diaphragm which 
was eroding the vertebre. 

In all cases the progress of the growth was 
arrested, but in some the deflection of the blood 
current in another direction developed dilatation 

in a second area. 

A remarkable fact is that in all Hare’s experience 
no accident has occurred during the operation of 
wiring nor has any patient died after leaving the 
table as the result of the operation. It is of course 
of vital importance that the current should not be 
too strong lest it affect adjacent tissues. 


GENERAL BACTERIAL INFECTIONS 
Shera, A. G.: Methods of Choice in Immunity. 
Lancet, 1919, cxcvii, 909. 


The author discusses the relative importance of 
endotoxin and exotoxin in the causation of disease 
by various organisms, and enumerates methods of 
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procedure applicable to different types of cases to be 
used in treating patients with infection. These are 
based on a principle which he considers axiomatic: 
against an exotoxin a serum should be employed, 
against an endotoxin a vaccine. 

A full account is given of 20 cases, the majority 
wound infections, treated with serum, vaccine, or a 
combination of the two. Polyvalent antistrepto- 
coccus serum or autogenous vaccine, both sensitized 
and non-sensitized, were used. Of the 20 cases, 14, 
including 2 cases of well-developed septicemia, were 
treated successfully. The author believes that in 
very toxic cases serum alone should be employed, 
but that otherwise the best results can be obtained 
with the use of serum followed after a short inter- 
val by a full dose of vaccine. | Winirrep Assy. 


Teale, F. H., and Embleton, D.: Studies in Infec- 
tion. II. The Paths of Spread of Bacterial 
Exotoxins, with Special Reference to Tetanus 
Toxin. J. Path. & Bacteriol., 1919, xxiii, 50. 


This paper is a continuation of a study of bac- 
terial invasion and infection the first part of which 
was published in the Proceedings of the Royal 
Society of Medicine in 1914. 

Following a brief review of the literature the 
authors record their experiments with regard to the 
distribution of tetanus toxin after subcutaneous and 
intravenous inoculation under the following head- 
ings: (1) the results of subcutaneous inoculation 
with tetanus toxin; and (2) the results of intra- 
venous inoculation with tetanus toxin. They then 
take up the question of the spread along the neural 
lymphatic channels, the action of iodine on tetanus 
toxin, and the site of action of tetanus antitoxin. 
The results of the experiments are summarized as 
follows: 

Although tetanus toxin ascended to the central 
nervous system by way of the axis cylinders of the 
nerves, it also to a very great extent passed up the 
nerves to the cord by way of the perineural lym- 
phatics. Blocking of the latter paths greatly de- 
layed, and in some cases completely prevented, the 
occurrence of tetanus in the part corresponding to 
the nerve the lymph path of which was blocked. 

Although tetanus toxin passed rapidly from the 
blood vessels into the connective-tissue spaces and 
thence to the thoracic duct, it did not pass from the 
capillaries of the central nervous system to the 
tissues thereof. 

Tetanus toxin did not pass from the choroidal 
plexus to the cerebrospinal fluid. 

Bacteria passed through the posterior root 
ganglion to the cord, but colloidal pigments and 
tetanus toxin were prevented from doing so. 

Although iodine kept tetanus toxin from pro- 
ducing its characteristic effects when the toxin was 
inoculated subcutaneously or intravenously, it did 
not affect the toxin when it was inoculated intra- 
cerebrally, did not hinder the occurrence of the 
typical symptoms of cerebral tetanus, and appar- 
ently did not diminish the toxicity of the toxin. 
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Tetanus antitoxin did not pass to the central 
nervous system by way of the blood vessels, axis 
cylinders, or neural lymphatic channels. Neither 
did it pass from the cerebrospinal fluid when in- 
oculated intrathecally into the substance of the cord. 
The antitoxin acted simply by combining with the 
circulating toxin at the seat of production and pre- 
venting it from reaching the central nervous system. 
The toxin already there was unaffected. 

G. E. Betsy. 


Wilson, W. J.: An Analysis of Seventy-Six Cases 
of Gas Gangrene Occurring at a Base Hos- 
ital, with Remarks on the Result of Serum 
reatment. J. Roy. Army Med. Corps, 1919, 
xxxiii, 455. 

After analyzing a series of 76 cases of gas gangrene 
the writer draws the following conclusions: 

1. The serum treatment of gas gangrene in the 
cases studied was of doubtful benefit. It is possible 
that if larger doses had been given and if the serum 
had been injected into the affected part, the results 
might have been better. 

2. The case mortality of gas gangrene of the 
upper limb was about 22 per cent while that of gas 
gangrene of the leg and foot was about 30 per cent. 
The results were similar in serum-treated and un- 
treated cases. In gas gangrene of the thigh the 
mortality was 54 and 83 per cent respectively 
among the cases treated with and without the 
serum. Considering the nature of the cases and 
all the circumstances the difference could not be 
attributed solely to the use of the serum. 

3. In 42 of the 76 cases the signs and symptoms 
of gas gangrene appeared within forty-eight hours. 
In 12 others they appeared on the third day. The 
bacillus welchii, which is the predominant infective 
organism in gas gangrene, was present in 74 of the 
76 cases. The 2 cases in which it was absent were 
one case of gas gangrene appearing as a sequel 
to trench foot and one case of gas gangrene of the 
thigh in which a peculiar bacillus of the vibrion 
septique type, the bacillus tumefaciens, was present. 

The bacilli found in the 76 cases were as follows: 
bacillus welchii, 74; bacillus sporogenes (Metchni- 
koff), 41; bacillus tetani, 24; bacillus tertius, 13; 
vibrion septique, 2; bacillus cedematiens, 2; bacillus 
tumefaciens, 1, and bacillus fallax, 1. 

The technique employed by the author has been 
described in previous papers. He relies on cultural 
methods and believes that if he had inoculated 
animals he would have been more successful in 
isolating the vibrion septique. He is satisfied, 
however, that only very few species of anaerobic 
bacteria cause gas gangrene and believes this fact 
would render possible the production of a serum 
which would be potent as a prophylactic or thera- 
peutic agent. H. H. Fretcs. 


Jablons, B.: Gas Gangrene. N. York M.J., 1919, 
CX, IOT4. 

While a multiplicity of views were expressed 

before and during the war as to the organism produc- 


ing gas gangrene none of the findings proved either 
accurate or absolute. 

Weinberg and Sequin who made an exhaustive 
analysis of the literature reached the conclusion that 
“‘a progressive gangrene infection could be due to a 
variety of bacteria, the clinical condition varying 
with the virulence of the organism, its varying 
ferment activity, its toxin-producing power, and 
other associated factors which deserve further 
study.” 

The organisms may be classified into the following 
well-defined groups: 

1. Anaerobic bacteria which are found in con- 
nection with gas gangrene and are capable of 
reproducing the disease in animals. 

2. Anaerobic bacteria which are isolated from gas 
gangrene processes, but which, although important 
when found with the first group, are not able alone 
to reproduce the disease. 

3. Aerobic bacteria which are isolated from gas 
gangrene processes and are capable of reproducing 
analogous lesions. 

4. Aerobic bacteria which are found in association 
with any of the other classes but fail themselves 
to produce lesions in animals. 

The etiology and the factors which favor infection, 
particularly tissue necrosis, the combinations of 
organisms which prove fatal to animals, the time 
necessary to cavse death, and the comparative 
toxic states are discussed in detail. 

Gas gangrene is described as a progressive in- 
fection of tissue due usually to mixtures of anaerobic 
organisms, the pathology depending upon the types 
which are present. In this connection the pathologic 
changes in the various organs are reviewed. 

In discussing the symptoms, the author contends 
that they differ slightly according to whether the 
condition is due to a toxicogenic organism, a sac- 
charolytic organism, a proteolytic organism, or a 
mixture of all three. The types of gas gangrene 
are as follows: 

A. The toxic type producing extensive necrosis 
and accompanied by: (1) hemorrhagic infiltration 
if the blood vessel destruction is marked; and (2) 
oedematous infiltration if the toxin production is 
excessive. 

B. The gas-infiltrative or classical type which is 
accompanied by necrosis and a variable amount of 
oedema. 

C. The putrid type which is accompanied by 
marked liquefaction of the affected tissue, dis- 
coloration if hydrogen sulphide is produced, necrosis, 
and a variable amount of gas and oedema. 

D. The mixed type in which all symptoms ob- 
served in the other types are present, but the 
predominant symptoms are those due to the 
predominant type of bacteria. 

The local and general symptoms of the various 
types are given in more or less detail. 

The clinical pathology represents the changes 
caused in the elements and fluids of the body 
by the toxins of these organisms. “The blood 
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count at times shows a total red blood cell count of 
less than 1,000,000 cells to the cubic centimeter. 
Ritter found in 20 cases of gas gangrene a constant 
diminution of the total count of the red blood cells.” 
The urine in serious cases shows the changes due 
to diffuse nephritis. 

The author speaks of the therapy briefly. The 
treatment is almost altogether surgical and early 
extirpation of the focus of necrotic tissue and of the 
anaerobic bacteria is the best means of preventing 
‘spread of the disease. “‘The use of prophylactic 
injections of mixed serum containing antibodies 
against the three most common anaerobes is then 
indicated and its use in gas gangrene has appre- 
ciably lowered the mortality.” 

A. R. HOLLANDER. 


Kleinberg, S.: The Use of Tuberculin in the 
Treatment of Tubercular Bones and Joints. 
J. Orthop. Surg., 1919, i, 722. 


After a thorough and careful trial of tuberculin as 
a therapeutic measure in surgical tuberculosis at the 
Hospital for Ruptured and Crippled and in his 
private practice in New York the author has dis- 
carded the method. The literature concerning its 
use in pulmonary tuberculosis by internists, how- 
ever, is rather hopeful. 

In the cases here reported the so-called reaction- 
less method was used, i.e., the tuberculin was given 
at first in small doses which were gradually increased 
but kept sufficiently small to preclude any local or 
general reaction. 

Due care was observed to make a correct diagno- 
sis in the beginning so that false conclusions would 
be avoided. Caution was exerted also in judging the 
outcome, since frequently the active process seems 
to be cured when it is only arrested for a few months. 
Another factor which may influence conclusions is 
the unusually good care received by a patient 
while being given the tuberculin treatment. He is 
seen at least twice a week and his temperature is 
taken probably three or four times a day. The 

rogress of the case is carefully watched and the 
Seotenie and dietetic measures taken approach the 
ideal. All these things in themselves will cause 
improvement, whether tuberculin is given or not, 
so that there should be some hesitancy in ascribing 
any improvement to the tuberculin alone. 

It should be realized that tuberculin is often very 
toxic and that failures or even exacerbations and 
fatalities may result from improper dosage. 

Thirteen cases are reported in detail, comprising 
tuberculosis of the spine, hip, knee, ankle, shoulder, 
and elbow. . The criteria for judging improvement 
were: (1) the disappearance of muscle spasm and 
sensitiveness; (2) the reduction of swelling; (3) the 
disappearance of abscesses and sinuses; and (4) the 
healing of bone, as shown in the X-ray picture by 
increased density, ankylosis, and regular outline. 

In only one case was any improvement noted. 
This was in a boy of 9 who had tuberculosis of the 
hip with numerous sinuses and ulcers. After treat- 
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ment with tuberculin for about a year and a half the 
sinuses were almost closed and he was able to walk. 
Even in this case, however, entire credit cannot be 
given to the tuberculin for autogenous vaccine was 
used also. 

Over-confidence in the treatment is illustrated by 
the case of a man of 50 not under the author’s imme- 
diate care. In this instance tuberculin was given 
for many months for tuberculosis of the knee. 
Resection, which was ultimately necessary, was fol- 
lowed by infection, amputation, and death. 

The most important conclusion is that tuberculin 
does not cure joint tuberculosis and except in a 
small percentage of cases, does not appreciably 
benefit the lesion. Often there is a distinct aggrava- 
tion of the condition with the formation of new 
abscesses, and even after improvement there may be | 
a relapse. W. A. 


EXPERIMENTAL SURGERY AND SURGICAL 
ANATOMY 


Barach, J. H.: The Energy Index (S.D.R. Index) 
of the Circulatory System. Arch. Int. Med., 1919, 
xxiv, 5009. 


In the introduction to this article Barach states 
that in all that has been said pertaining to the 
measurable functions of the circulatory system, 
there are three well-established factors, i.e., the sys- 
tolic pressure, the diastolic pressure, and the pulse 
rate. Very many more points than these have been 
proposed by various investigators, but none of the 
others has met with universal approval. 

In this communication the author proposes the 
S.D.R. index which is based on the three known 
factors mentioned. The point of systolic pressure 
represents the culmination of force inaugurated by 
the systole of the heart, and the point of diastolic 
pressure the highest level of sustained pressure dur- 
ing the diastole of the heart. Each pulse beat con- 
sists of a systole and diastole. Irrespective of the 
length of time occupied by the systole and diastole, 
they represent together the total effort of a single 
pulse beat. 

For example, if in a given case the lifting force 
of the systole is 120 mm. Hg and the diastolic force 
is equal to 80 mm. Hg, then the force of the pulse 
beat which comprises both phases is 200 mm. Hg. 
This multiplied by the number of beats indicates 
the total force per minute. These formule are pro- 
posed because neither the pulse rate nor the sys- 
tolic pressure nor the diastolic pressure taken alone 
gives sufficient information. Each element of the 
triad is constantly changing and adjusting itself to 
the others, and it is the concerted action of the three 
forces which maintains the circulatory equilibrium. 
It is well known that a high systolic pressure is com- 
pensated largely by a slowing of the pulse rate, and 
a low diastolic pressure by an increased pulse rate, 
and so on, and as in the triangle of limited area, 
alteration in the length of one leg of the triangle 
necessitates a change in the other two. 
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His conclusions Barach states as follows: 

The S.D.R. index based on the three known 
factors of the circulation indicates the state of ac- 
tivity of the circulatory system. 

Normally, the index is found to be about 20,000 
mm. Hg pressure per minute. 

The index does not indicate “heart disease” or 
“decompensation” or physical fitness. It desig- 
nates the amount of effort which the circulatory sys- 
tem is putting forth at the time. 

A high index means increased cardiovascular 
effort. Either the action of the heart and blood 
vessels is accelerated because of inability to accom- 
plish their work at a normal rate of activity, or they 
are fully capable of doing their work but the resist- 
ance to their functionating is great. Either condi- 
tion is pathologic, and the variation of the index 
from the normal calls attention to this fact. 

A low index means either that the circulation is 
accomplished with little effort or there is inability 
to expend the necessary effort. 

Minor changes in the circulation, such as are 
produced by the slightest alteration in the bodily 
functions, the effect of drugs, etc., may be detected 
by the S.D.R. index. 

The S.D.R. index as a guide to abnormalities in 
function of the cardiovascular system in a series of 
26,396 cases was correct in 99.95 per cent. In cases 
referred for special cardiovascular examination, i.e., 
in the clinically doubtful cases, the S$.D.R. index 
proved a correct guide in 78 per cent. 

Of the 22 per cent of cases in which the index 
failed, more than three-fourths were cases of tachy- 
cardia, and in these instances it cannot be said 
positively that the index was wrong. G. E. BErLBy. 


Hogue, M. J.: The Effect of Hypotonic and 
Hypertonic Solutions on Fibroblasts of the 
Embryonic Chick Heart in Vitro. J. Exper. 
M., 1919, xxx, 617. 

Experiments testing the effect of hypotonic and 
hypertonic solutions upon the growth of cells and 
individual cell structures have been reported more or 


. less completely in the literature on tissue culture. 


The author undertook the study reported in this 
article to study more fully the effect of solutions of 
different concentration. The experiments were per- 
formed in April, May, June, and July, when the 
weather was at summer heat and there was con- 
sequently little danger of chilling the delicate new 
growths which are susceptible to sudden changes of 
temperature. This point is important as several 
investigators have stated definitely that growth 
is much better in the spring and summer than in the 
fall and winter. 

The hearts of six-, seven-, eight- and nine-day 
chick embryos were used. The medium was a 
modification of Locke’s solution known as the 
Locke-Lewis solution. 

In the first series of experiments the author used 
Locke-Lewis solutions with a sodium chloride con- 
tent of 0.54,0.45,0.3 and 0.225 per cent respectively, 
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which were made hypotonic by the addition of dis- 
tilled water. 

Tissue grew in the first two of these solutions and 
the media seemed to act as a stimulus. It did not 
live as long in these media as in normal Locke-Lewis 
solution, however, but its growth was more rapid. 

The cells of normal growth were killed by treat- 
ment with hypotonic solutions with a sodium 
chloride content of 0.3 and 0.225 per cent re- 
spectively. 

The cells absorbed much water, as did also the 
nucleus, which frequently formed a nuclear vacuole 
as an outlet for the extra amount of liquid absorbed. 

Neutral red vacuoles and granules soon lost their 
color when the cells were treated with the hypotonic 
solutions that caused their death. 

Mitochondria were not affected by the hypotonic 
solutions, but as the cell died vesicles formed at the 
extremities and persisted after the rest of the 
mitochondrium had disappeared; or the mitochon- 
dria broke up into granules or simply became more 
slender until only a faint, rough outline remained 
visible. 

Hypertonic solutions were made by boiling down 
Locke-Lewis solution until the sodium chloride con- 
tent was 1.2, 1.5, and 1.8 per cent respectively. 

While tissues grew in the first two of these solu- 
tions, they did not live as long as in normal Locke- 
Lewis solution and their growth was slower. 

The cells of normal growth were killed by treat- 
ment with hypertonic solutions with a sodium 
chloride content of 1.8 and 1.5 per cent. 

When treated with hypertonic solutions the cells 
usually contracted; their thin processes became long 
and thread-like and were later drawn into the body 
of the cell. Connective-tissue fibrils formed from 
these thread-like processes moved and anastomosed 
with other fibrils. In many cells neutral red channels 
formed. When the death process set in the cyto- 
plasm frequently became alveolar. 

The three hypertonic solutions showed a definite 
gradation in their effects on the processes of the 
fibroblast. In Locke-Lewis solution containing 1.8 
per cent sodium chloride the processes contracted 
rapidly, leaving many thread-like structures in 
their places. These were quickly withdrawn and the 
cell soon died. In Locke-Lewis solution containing 
1.5 per cent sodium chloride the thread-like process- 
es were formed frequently, but some of the cells 
recovered. In Locke-Lewis solution containing 1.2 
per cent sodium chloride the processes still formed 
but more slowly. They also showed motion, which 
lasted as long as the cell was alive. 

In comparing the growth in hypertonic with that 
in hypotonic media, the author emphasizes the fol- 
lowing points: (1) the migration in the former was 
slower than in the latter; (2) in hypertonic solu- 
tions the optimum growth was reached on the third 
day or later, and in hypotonic solutions on the 
second day; (3) the growths lived longer in hyper- 
tonic solutions, but as a rule were smaller than those 
in hypotonic solutions. G. E. Bremsy. 
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Foot, N. C.: Studies on Endothelial Reactions. 
The Macrophages of the Loose Connective 
Tissue. J. Med. Research, 1919, xl, 353. 

Foot mentions the decided advance which has been 
made in the study of various cells in the mammalian 
body due to the employment of vital stains and dyes 
which, administered during life and vital in the true 
sense of the word, may be regarded as indicators of 
the activity of the cells into which they become 
vitally incorporated. 

Any one who teaches normal or pathologic histol- 
ogy is repeatedly confronted with the problem of 
explaining the identity and origin of the large mono- 
nuclear cell, endothelial cell, macrophage, clasmato- 
cyte, wandering connective-tissue cell, and others. 
Are these cells all entities, and do they represent 
several groups, or are they one and the same cell mas- 
querading now under one name, now another? 

It was with a view of coming to some conclusion 
on this point that the series of experiments here re- 
ported was undertaken. The means employed was 
a combination of methods which were used by other 
experimenters singly. Goldmann in 1909 published 
bis first article on the action of benzidine dyes and 
followed this by another paper three years later. 
In the latter he discussed many and varied topics. 
Vital staining of the macrophages and the behavior 
of these cells in miliary tubercles, trichiniasis, 
and carcinoma were among the more important 
subjects. Foot believes, however, that our knowl- 
edge regarding the origin of the cell is still far from 
certain. 

A series of experiments was performed by Foot on 
guinea pigs, mice, and a rabbit. He summarizes his 
findings as follows: 

The phagocytes, or macrophages, of the “‘cellu- 

lar” or loose connective tissue of the rabbit were of 

endothelial origin. 

They do not originate either in the omentum or 
the connective tissue cells or from lymphocytes. 

They are derived probably from the prolifer- 
ating vascular endothelium in the immediate vicin- 
ity of the lesion which calls them forth rather than 
from the vascular endothelium in general. 

They do not appear to come entirely from the 
circulating mononuclear leucocytes, as McJunkin 
has suggested. - G. E. 


Ebeling, A. H.: A Strain of Connective Tissue 
Seven Years Old. J. Exper. M., 1919, xxx, 531. 


Ebeling speaks of Carrel’s report on the condition 
of a strain of connective tissue twenty-eight months 
old which was isolated from a fragment of heart 
extirpated from a chick embryo in January, 1912. 
This tissue is still alive after having been under 
cultivation in vitro for over seven years and having 
undergone 1,390 passages. His purpose in this 
article is to describe the technique employed in per- 
petuating the strain during the last five years and 
in measuring the increase of the tissue, the factors 
which influenced the rate of growth, and the present 
condition of the strain. 
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The technique employed has not differed funda- 
mentally from that reported by Ebeling in a previ- 
ous article. The investigations and its results are 
summarized as follows: 

A strain of connective tissue is still very active 
after more than seven years of life in vitro. 

The rate of growth of the fragments of tissue was 
measured accurately and tests were made of the 
action of many different factors on the growth of 
connective-tissue cells. 

The rate of growth is at. least as rapid as it was 
five years ago, and perhaps more active. 

Like micro-organisms, the connective-tissue cells 
appear to have the power of multiplying in a 
culture medium indefinitely. G. E. Bremsy. 


Gallie, W. E., and Robertson, D. E.: The Repair 
of Bone. Brit. J. Surg., 1919, vii, 211. 


In order to investigate the truth of the generally 
accepted views both old and new concerning the 
processes of inflammation and repair in bones, the 
authors conducted a series of experiments on 
animals. The results of these experiments and 
clinical observations are recorded in this paper. 

The studies included experiments on the peri- 
osteum, the transplantation of bone into muscle, 
and of autogenous, homogeneous, heterogeneous, 
and boiled bone grafts in living bone; studies on the 
changes occutring in autogenous grafts in cases of 
non-union and when used to bridge gaps; and 
studies of the plating of recent fractures and the 
bridging of gaps with boiled bone. 

In the work on the periosteum the experiments of 
Macewen (1912) were reviewed and his conclusions 
as to the absence of osteogenetic power in the 
periosteum, were reaffirmed. When transplanted 
into muscle, bone grafts with and without a periosteal 
covering reacted equally in the production of new 
bone cells. Thus we see that osteogenesis is due to 
the subperiosteal osteoblasts — cells lying on the 
surface of the bone and in the haversian canals — 
rather than to the periosteum. 

The authors state that not only is it unnecessary 
to leave the periosteum attached to the graft, but 
that by reflecting it and later suturing it over the gap 
in the bone the formation of a postoperative bema- 
toma may be prevented, the normal outline of the 
bone restored, and the tendency of the skin to 
adhere to the deep structures reduced. 

To observe the changes in a bone graft which must 
be attributed to cells of the graft itself, the graft 
must be placed in such a position that none of the 
changes can be attributed to cells derived from 
neighboring living cells. In the series of experiments 
in which autogenous grafts were placed into muscle 
and recovered at intervals of one. two, three, five 
and eight weeks respectively, a definite series of 
changes were noted. The bone itself died with the 
exception of the cells on the surface in contact with 
the lymph supply. These continued to live and 
functionate. The periosteum also lived and gradually 
became vascularized. The subperiosteal osteoblasts 
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lived and showed moderate proliferation. The 
earliest and most marked change, which consisted 
of the rapid formation of granulation tissue, was 
shown by the endosteal surface. The dead bone was 
absorbed by osteoblasts and replaced in response to 
Wolff's law. 

In the transplantation of heterogeneous bone into 
muscle the bone graft died and the circulation was 
slowly re-established. In no case up to eight weeks 
were osteoblasts found. Those of the graft were 
killed by the fluids of the other animal. 

The results of experiments in which boiled bone 
was transplanted into muscle closely paralleled 
those obtained when heterogeneous bone was used. 
Absorption, however. was somewhat delayed. 

When the bone was placed in contact with living 
bone the processes of absorption and replacement 
were similar to those which occur in grafts placed in 
muscle, but more rapid. There was a marked 
formation of granulation tissue, especially on the 
medullary side of the living bone bed, and it was 
evident that most of the new cells came from the 
living bone.and not from the graft. Firm union had 
resulted in two weeks. In similar experiments with 
heterogeneous and boiled bone absorption and 
replacement were delayed. Firm union did not 
occur until the third week. 

Experiments in bridging gaps in bone showed that 
the portion of the graft in contact with living bone 
was replaced earlier than the portion forming the 
bridge. The process of absorption was accomplished 
before that of replacement and at about the fifth 
week the graft was very fragile. 

In using boiled bone to bridge short gaps the 
results at five weeks were indistinguishable from 
those observed when autogenous bone grafts were 
used. In a long bridge, however, the osteoblasts 
from the living bone did not penetrate far enough 
and the middle portion was gradually absorbed and 
replaced only by fibrous tissue. 

In the experiments two factors seemed chiefly 
responsible for non-union. These were lack of 
fixation and lack of sufficient apposition of the 
graft and fragments. 

Of the four methods of implanting grafts in com- 
mon use, the inlay method has been most successful 
in the hands of the authors. The intermedullary 
method is successful but can be used only when the 
gap is of considerable size. In many cases the exter- 
nal plate is successful. The chief objection to 
the latter is that no use is made of the endosteal 
layer of the fragments from which most of the 
osteogenetic cells come. When the fragments are 
small the wedge method is of value. 

In comparing the value of homogeneous grafts in 
dogs with autogenous grafts as controls no difference 
in the amount of reaction could be determined at the 
end of three and one-half weeks. The recent work on 
skin grafting by Masson suggests that when it is 
necessary to use homogeneous grafts in man the 
compatibility of blood as shown by.the-agglutination 
test should be taken as a guide. 
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Boiled bone plates and screws used for the fixation 
of recent fractures were very successful. In the 
experiments no dead bone was present at the end of 
eight months. 

Experience has shown that sepsis is fatal to bone 
grafts. J. I. Mircue tt. 


De Gaulejac and Nathan: The Restoration of 
Spongy Tissue in the Neighborhood of Trau- 
matic Hematomata; the Fertile Element of 
the Diaphyseal Parenchyma and Its Part in 
Bone Restoration (La restauration du _ tissu 
spongieux au voisinage des hématomes traumatiques; 
V’élément fertile du parenchyme diaphysaire; son 
role dans la restauration osseuse). Rev. dechir., Par., 
1919, lvii, 250; 264. 

From their experimental research on dogs re- 
garding the phenomena of bone regeneration the 
authors make the following conclusions: 

1. Bone may be repaired at the expense of the 
fibrous tissues the collagen of which is transformed 
into pre-osseous substance under the influence of 
the surrounding bone tissue. 

2. The method of ossification varies according 
to the structure of the connective tissue which serves 
as a substratum. 

3. Periosteum in no way differs from ordinary 
connective tissue. 

4. Connective tissue therefore may be used in 
the vicinity to fill all bone losses and to insure their 
rapid and integral restoration. 

5. Compact bone has a fertile bed which is its 
middle layer or the.layer in which are the haversian 
canals. 

6. This osseous bed reacts to all traumatisms or 
inflammations by a more or less complete return to 
the state of indifference. 

7. This reaction, appreciable to radiography, 
shows the following histologic characteristics: en- 
largement of the haversian canals, separation of the 
bone lamellz, and diminution in the affinity of the 
bone substances. 

8. When its external limit is destroyed, the 
middle bed is capable of proliferating into the 
surrounding connective tissues if it is intact or only 
slightly damaged. Hyperostosis becomes an ex- 
ostosis. 

9. The anatomical processes can be reproduced 
experimentally. 

10. The repair of bone tissue by means of the 
connective tissue deserves a place in surgical tech- 
nique. 

11. The limiting external layer represents an 
arresting system interposed between the middle 
bone bed and the surrounding connective tissues. 

W. A. BRENNAN. 


Ely, L. W.: Experimental Resection of the Dog’s 
Knee Joint. Ann. Surg., 1919, lxx, 586. 


In order to demonstrate the methods of repair 
after a break in the continuity of the shaft of a bone, 
the author undertook a very extensive series of 
experimental resections of the knee joint in the dog. 
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The time allowed to elapse before examining the 
results of these operations varied from fourteen 
days to three years and one week. 

The resections varied in the amount of bone 
removed, and in some instances a mortise was made. 
The results of these experiments would seem to 
indicate that the less bone removed the greater the 
likelihood that a new joint may be constructed. 
It should be remembered that in the dog absolute 
immobilization is impossible. In cases in which 
much bone was removed it is probable that the line 
of resection passed through the bone at a level where 
it was covered by periosteum. In the region of the 
joint periosteum is not present. It is not possible 
therefore to obtain a so-called “wiped joint’? which 
is usually essential to bony union. In resections of 
the knee in man, bony union usually results after 
a year or so, but in some joints, such as the elbow 
and the ankle, more than a fibrous union almost 
never occurs. In the mortise operations on the dog, 
in which the shape of the bone ends was radically 
changed, better immobilization was obtained and a 
bony union occurred. 

Whitman has partially answered the question as 
to the cause of non-union after fracture of the fem- 
oral neck by maintaining that faulty apposition and 
immobilization are at the bottom of the difficulty. 
If good apposition is maintained and immobilization 
is continued for a sufficient period of time, bony 
union will probably occur in spite of the absence of 
periosteum. GATEWoob. 


Morris, D. H., and Bullock, F.D.: TheImportance 
of the Spleen in Resistance to Infection. Ann. 
Surg., 1919, Ixx, 513. 

The authors report the results obtained in severa 
series of experiments with rats undertaken for the 
purpose of arriving at a conclusion regarding the 
importance of the spleen in resistance to infection. 

Four series of experiments were carried out on 
large numbers of white and brindle rats. Half of the 
rats in each series were splenectomized and half 
were castrated by laparotomy. The first two series 
were then exposed to chance laboratory infection of 
rat plague. In the first series 80.5 per cent of the 
splenectomized rats died as compared with 38.9 per 
cent of the controls. Necropsy showed congestion 
and parenchymatous degeneration of nearly all the 
important organs and as a rule the bacillus of rat 
plague was found in the heart’s blood. Similar 
results were obtained in the second series. 

In the third series, immediately following splenec- 
tomy and orchidectomy, a sublethal dose of a broth- 
culture of the bacillus of rat plague was injected into 
each animal. The mortality of the splenectomized 
rats was 87.5 per cent while that of the castrated 
group was 22.7 per cent. 

In the fourth series of experiments the procedure 
followed was the same but the rats were all older. 
The mortality in the splenectomized group was 87.5 
per cent as against 12.5 per cent in the castrated 
animals. 
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The authors conclude that while animals may get 
along fairly well without the spleen in the absence 
of infection, the reverse holds true when the body 
is put to the strain of resisting acute bacterial in- 
vasion, and that therefore the spleen aids tremen- 
dously in resisting infection. Accordingly it may 
be reasonably inferred that when the human body 
is deprived of the spleen its susceptibility to infec- 
tion is increased, an assumption which readily 
explains some of the fatalities attributed to infection 
following splenectomy. P. M. Cuase. 


Pearce, L., and Brown, W. H.: Chemotherapy of 
Trypanosome and Spirochzte Infections. II. 
The Therapeutic Action of N-Phenylglycine- 
amide-P-Arsonic Acid in Experimental Try- 
panosomiasis of Mice, Rats, and Guinea Pigs. 
J. Exper. M., 1919, Xxx, 437. 


In experimental trypanosomiasis of laboratory ani- 
mals N-phenylglycineamide-p-arsonic acid  exer- 
cises a powerful therapeutic effect. As it occurs in 
mice and rats trypanosomiasis is characterized 
chiefly by the constant and progressively increasing 
number of trypanosomes in the peripheral blood 
stream, the absence of clinical manifestations, and 
the relatively early death of the infected animal. 
An effective therapeutic compound for the 
treatment of trypanosomiasis in these animals, 
therefore, must be biologically available within a 
very short time after its. administration and must 
have a sufficient speed and duration of action to halt 
and eventually overcome a rapidly increasing blood 
infection comparable, in part, to a bacteramia 
which if not checked will cause death in a few days 
or even a few hours. On the other hand, in many of 
the larger animals, especially the rabbit, trypano- 
somiasis is preeminently a tissue infection and in 
the acute stages is characterized by conspicuous 
cedematous and inflammatory swellings of the soft 
parts, particularly of the head and external genitalia, 
with loss of appetite, weakness, and emaciation, and 
in the more chronic stages by induration of the in- 
flammatory lesions and even necrosis with involve- 
ment of the deeper tissues including the periosteum 
and bone. The duration of the infection in rabbits 
is a matter of weeks or months and the presence or 
absence of trypanosomes in the blood stream is dis- 
tinctly of minor importance. It is obvious, accord- 
ingly, that a drug which is used for the treatment of 
this type of infection must possess, in addition to 
trypanocidal action, the power of penetrating disease 
tissue, and since this may require a considerable 


amount of time, the drug must remain biologically. 


active in the animal host as long as may be necessary. 

In order to arrive at a full appreciation of the 
therapeutic action of a drug in experimental try- 
panosomiasis, therefore, we have, from the point of 
view of the animal factor, two general types of in- 
fection the treatment of which will furnish informa- 
tion as to the speed of action of the drug on the one 
hand and the duration of its action or potency on 
the other. This information should include such 
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data as the determination of the therapeutic range 
in different animal species, the curative dose, the 
therapeutic action against different species of try- 
panosomes, the comparative value of different routes 
of administration, the results of a repeated dose sys- 
tem of therapy, and the toxicological and pathologi- 
cal action of the drug in various animal species. It 
will then furnish a logical foundation for an accur- 
ate appraisal of the action of the drug under experi- 
mental laboratory conditions and at the same time 
establish a basis for estimating its probable value in 
the treatment of trypanosomal infections as they 
occur in nature. 

The article reviewed includes the therapeutic re- 
sults obtained with the amide of N-phenylglycine- 
p-arsonic acid in experimental trypanosomiasis. 
While, strictly speaking, trypanosomiasis of the 
guinea pig is a chronic infection of cyclic character, 
the results of its treatment with the drug are incor- 

rated with those obtained in the treatment of acute 
infections of mice and rats. On the basis of these 
experiments the authors draw the following con- 
clusions: 

N-phenylglycineamide-p-arsonic acid is an agent 
of marked therapeutic action in the treatment of 
experimental trypanosomiasis of mice, rats, and 
guinea pigs. It possesses an average curative range 
of from o.2 to 0.3 gram per kilo of body weight of 
the sodium salt against a twenty-four hour infec- 
tion in mice and rats produced by several species of 
pathogenic trypanosomes. Since the lethal dose for 
mice is from 2 to 2.25 grams and for rats 0.75 gram 
per kilo of body weight, we have curative ratios of 
1:8 and 1:3 gram respectively. The curative dose for 
guinea pigs is 0.15 gram per kilo of body weight, thus 
giving a curative ratio of 1:10. The trypanocidal 
activity of the compound is relatively rapid in all 
three animal species for the peripheral blood is 
cleared of organisms within twenty-four hours after 
its administration, and in addition, the lower limits 
of the curative range are comparatively sharply de- 
fined. For all practical purposes, the intraperitoneal, 
intravenous, and subcutaneous routes of adminis- 
tration may be considered equally efficacious. 

G. E. 


Barbour, H. G., and Devenis, M. M.: Antipyretics. 
II. Acetylsalicylic Acid and Heat Regulation 
in Normal Individuals. Arch. Int. Med., 1919, 
xxiv, 617. 

Although acetylsalicylic acid (aspirin), introduced 
into therapeutics by Dreser, is today the most wide- 
ly used of antipyretic drugs, its action on the heat- 
regulating mechanism has not received either the 
careful or the extensive study it deserves. That other 
salicylates possess antipyretic and analgesic prop- 
erties of a more feeble order than those of acetyl- 
salicylic acid was emphasized by the work of Bondi 
and Katz who associated the difference with the fact 
that the acetyl ester appears to be absorbed and 
distributed largely intact while the salicylate 
is but slowly split off in the intestine. 
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In this paper the authors deal with the effects 
of acetylsalicylic acid on the heat regulation of nor- 
mal human subjects. Five normal persons served as 
subjects, three medical students and the authors. 
The findings in the experiments carried out were 
as follows: 

Normal persons usually responded to acetylsal- 
icylic acid (1 gm. per os) by an increase in the carbon 
dioxide output and heat production. The maximum 
effect was reached during the fourth half hour after 
administration. 

The average heat production of the five subjects 
was 40.3 calories per square meter per hour after 
the drug was taken, in contrast to the basal aver- 
age for the same persons of 37.8 calories. The in- 
crease therefore amounted to 6.1 per cent. 

In spite of the increased metabolism, heat dissi- 
pation was not significantly altered. 

During the control experiments the average 
change in body temperature was — 0.08 C.; after 
the drug it was +0.03 C. 

The respiratory quotient and the pulse rate did 
not appear to be altered by the drug, and sleep did 
not seem to favor the exhibition of any antipyretic 
action by the acetylsalicylic acid. 

G. E. 


Barbour, H. G.: Antipyretics. III. Acetyl- 
salicylic Acid and Heat Regulation in Fever 
Arch. Int. Med., 1919, xxiv, 624. 


In a previous paper the author showed that 
acetylsalicylic acid in 1 gm. doses has but a slight 
effect on the heat balance of normal persons. The 
average increase above the normal heat production 
obtained in five cases was 6.1 per cent, the maximum 
effect occurring during the fourth half hour after 
the drug was taken by mouth. The rise in the body 
temperature was very slight. 

In this paper Barbour reports the effects of acetyl- 
salicylic acid given in the same amounts in fever 
cases. During febrile and afebrile phases, as well as 
in the first stages of convalescence, the phenomena 
manifested were similar. 

In determining the means by which a substance 
exerts its antipyretic action, it is necessary to know 
how the energy exchange is affected and whether 
the reduction in temperature is due to an increase in 
heat elimination or a decrease in heat production, 
or both. 

The author gives the method and results of these 
experiments which were also carried out on five sub- 
jects, and summarizes his results as follows: 

Acetylsalicylic acid in 1 gm. doses exhibited a 
marked antipyretic effect in febrile, temporarily 
afebrile, and convalescent subjects. 

In one and one-half hours the temperature change 
averaged —o.81 C. in six experiments on four per- 
sons in contrast to an average rise of 0.18 C. on four 
control days. 

In the control experiments the heat elimination 
averaged 37.7 calories per square meter per hour. 
When acetylsalicylic acid was given it became 52.1 
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calories, an increase of 38.2 per cent. The antipy- 
retic effect was due essentially to this change which 
was associated with marked perspiration and sub- 
jective warmth. 

The fall in temperature was accompanied by a 
heat production of 38.8 calories per square meter 
per hour, a decrease of 3.5 per cent below the 40.2 
calories of the control days. This change was due 
probably to the cooling of the body. 

In the pulse rate the drug caused an averaged de- 
crease of ten beats per minute. Temporary cardiac 
disturbances were noted in two cases. 

The return to the initial temperature level was 
brought about essentially by a reduction of the heat 
elimination to about one half the normal figure and 
was unaccompanied by shivering or marked increase 
in the carbon dioxide output. 

The sensitivity of febrile, temporarily afebrile, 
and convalescent subjects to antipyretics was not 
explained. These drugs did not ‘‘stimulate”’ a “de- 
pressed”’ heat regulating mechanism, nor was the 
sensitivity due to a lack of readily combustible mate- 
rial (dextrose). On the other hand, the respiratory 
quotient of persons sensitive to antipyretics ap- 
peared to be increased by doses of acetylsalicylic 
acid which did not affect the quotient of normal 
persons. The author hopes to elucidate this ques- 
tion of sensitivity by further studies of the carbo- 
hydrate metabolism. G. E. 


Park, E. A., and McClure, R. D.: The Results of 
Thymus Extirpation in the Dog, with a Review 
of the Experimental Literature on Thymus 
Extirpation. Am. J. Dis. Child., 1919, xviii, 317. 


The experiments described in this paper were 
undertaken by the authors after reading reports of 
the results of thymus extirpation by Klose and Vogt 
and by Matti and in the belief that it might be 
possible in this way to produce a condition closely 
related to, if not actually identical with, rickets in 
man. 

To the reports of their experiments they have 
added also a description of the development of the 
thymus in the higher mammals in order to make 
plain the differences in the anatomical arrangement 
of the thymus in the species which have been used 
for thymectomy experiments most commonly and 
to make clear the variations which often have been 
found in different members of the same species. 

In supplementing their own work with the histori- 
cal and developmental studies mentioned their pur- 
pose has been also to obtain more than a mere orien- 
tation of ideas in regard to the results of experimen- 
tal extirpation of the thymus; they have sought to 
indicate the parts of the thymus problem which re- 
quire further investigation and the lines of approach 
which offer possibilities of success. 

The article under consideration is limited in its 
scope to a consideration of the removal of the thy- 
mus gland and its effects upon animals, and does 
not go into the question of the histogenesis of the 
thymus, its pathology, its réle in clinical medicine, 
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or the effects produced on the thymus by the re- 
moval of the various endocrine glands. 

The results of their experiments the authors sum- 
marize as follows: 

Extirpation of the thymus failed to cause death. 
It did not produce rickets or any disease of the 
skeleton. It was impossible, in fact, to be certain 
that it caused any alteration in the animal. A great 
minority of experiments suggested the possibility 
that removal of the thymus retarded or diminished 
the growth of the skeleton, and therefore of the 
animal as a whole, while some of them indicated that 
it had provoked changes resembling hyperplasia in 
the thyroid and hypertrophy of the suprarenal, or 
had retarded the development of the testes. These 
changes, however, were actually due to some other 
cause than deprivation of thymus function because 
roe: 3 did not occur in combination in the same ani- 
mals. 

As a result of their experiments the authors found 
it possible to draw some general conclusions in re- 
gard to the function of the thymus in the dog. Thy- 
mus function they found to be absolutely unessential 
to life and not necessary for the normal process of 
ossification. It is not required for the normal growth 
and development of the hair, teeth, or muscles or 
for normal intelligence. They point out, however, 
that even if there had not been any change in any 
of the organs of internal secretion in the experimen- 
tal animals it would still have been impossible to 
state that the destruction of thymus function did not 
produce any changes for the reason that their in- 
vestigations did not cover the period which imme- 
diately followed thymectomy. Changes might have 
been present in the endocrine glands of the thymec- 
tomized dogs of their experiments which had van- 
ished completely or had been reduced to mere traces 
by the time the organs were examined. Attention 
has never been directed to the possibility that the 
period immediately following thymectomy may be 
that in which alterations in the endocrine glands 
are best developed or may be the only one in which 
they are present. All investigators have awaited 
the development of symptoms of thymus insuffi- 
ciency in the living animal. 

In attempting to explain the positive findings of 
other investigators, the authors hazard the opinion 
that ultimately it will be generally accepted that 
the changes ascribed by many investigators and 
perhaps by all to deprivation of thymus function 
have nothing to do with loss of thymus function 
but are the result of chance variations, confinement, 
other unfavorable environmental influences, unsuit- 
able food, or disease on animals whose vitality 
already has been lowered by the shock of a severe 
operation. 

The authors have previously indicated that many 
of those who have reported characteristic changes in 
the living animal after thymectomy or in the skele- 
ton or organs after death seemed to have proceeded 
from the assumption that all deviation from the 
standards set by the control animals was necessarily 
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the result of deprivation of thymus function and 
that the operation of thymectomy was a factor alto- 
gether negligible which did not render the thymec- 
tomized animal any more susceptible to disease than 
the normal animal or any less resistant to a variety 
of injurious in‘luences. They have pointed out also 
that no two animals are exactly alike in size or form 
or the morphology of the internal organs, even 
though they are of the same litter and of selected 
stock, and hence chance variations are bound to 
appear. Further, in the offspring of mongrel stock 
—such as has been used by all investigators without 
exception—normal variation has extremely wide 
limits. They have indicated also that the operation 
itself was always the cause of temporary retardation 
in growth or development through the entrance of 
infection, the existence of which might never be 
recognized. They have endeavored, in addition, to 
make clear that the animal confined in a cage or 
cellar while still in a weakened condition resulting 
from the operation or given unsuitable food, or 
infected with mange or round worms or distemper 
may be unable to rally and so remains feeble and 
retarded in growth and development, and perhaps 
finally dies while the control animal remains un- 
equally affected or is not affected at all. They con- 
sider it absurd to suppose that ten animals in 
which the thorax was opened when they were a 
few days old and a large structure dissected from 
the beating heart and the nerve trunks and vessels 
of the thorax and neck should all grow as rapidly and 
thrive as well, once they had survived the immediate 
danger to life, as animals which had remained 
untouched, and that the ultimate mortality in the 
one group should not be greater than in the other. 

Experimental results such as those obtained in the 
rabbit by Lucien and Parisot, or by Bash in the dog, 
consisting essentially in temporary retardation of 
growth, could be most naturally and simply ex- 
plained, in the authors’ opinion, as the direct or 
indirect effects of the operation or of the operation 
and confinement. Experimental results like those 
of Tarulli and Lo Monaco, Cozzolino and Fulci, 
in which one or two thymectomized animals out of 
a group failed to grow at the normal rate and devel- 
oped skeletal changes of one sort or another, are 
susceptible to interpretation on the ground that the 
one or two animals whose powers of resistance had 
been most reduced by the operation were the ones 
least able to throw off infection or withstand en- 
vironmental conditions or disease. Doubtless the 
positive findings of the experiments of Matti and 
Klose, in which a considerable proportion of the 
thymectomized dogs were affected and finally died, 
are explicable on the same general principles. It is 
not asserted, however, that none of the positive 
experimental results after thymectomy reported by 
other workers could have been due to deprivation 
of thymus function, it being merely pointed out that 
there are other explanations than deprivation of 
thymus function for the symptoms and pathologic 
changes in thymectomized animals which have been 
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reported, that these explanations must be seriously 
considered in the interpretation of all positive ex- 
perimental findings, and that for the interpretation 
of the positive experimental findings reported by 
some investigators these explanations become abso- 
lutely essential. 

In evaluating the results obtained by thymus 
extirpation the greatest importance must 
ascribed to the fact that the symptoms and patho- 
logic changes attributed to deprivation of thymus 
function are almost without exception the symp- 
toms and pathologic changes which occur in labora- 
tory animals as the result of confinement, improper 
food, unhygienic conditions, and bacterial and para- 
sitic infections, and are identical with or closely 
related to those which have been reported after the 
removal of at least two organs of internal secretion 
in addition to the thymus, excision of the carotid 
bodies, and a number of different abdominal opera- 
tions. 

On the basis of their own experiences the authors 
make certain suggestions in regard to the experi- 
mental work in thymus extirpation which may be 
undertaken in the future. They believe that it is 
certain that extirpation of the thymus does not 
produce death or the development of rickets. They 
corclude, however, that the question of the inf uence 
of thymus extirpation on growth and development 
and on certain of the organs of internal secretion, 
notably the thyroid, testis, and suprarenal, is not 
settled. For the study of the effects on growth and 
development they suggest that only thoroughbred 
stock, standardized in point of size, be used, that 
each thymectomized animal have his own control 
animal of the same sex and of the same litter, and 
that the animals be not confined nor placed in large 
groups, but kept under conditions which are abso- 
lutely natural for that particular species of animal. 
They believe that the problem of the effects of thy- 
mectomy on growth and development can never be 
solved unless the experimental conditions mentioned 
are complied with rigidly. 

For the determination of the effects of thymec- 
tomy on the organs of internal secretion they 
suggest that studies of the organs of internal secre- 
tion be made in the first few weeks which follow 
thymectomy as well as at a later period, that each 
thymectomized animal have his own control animal 
of the same sex, and that the conditions under which 
the animals are placed be normal. Further, they 
urge that the completeness of the thymectomy be 
judged solely by the experience of the operator at 
the time of operation and by the results of the most 
careful examination of the animal at necropsy for 
thymus rests, and that all experiments in which 
there is every evidence that the thymus was com- 
pletely extirpated be regarded as valid, whether the 
results happen to meet the preconceived ideas of 
the investigator or not. They believe that positive 
conclusions in regard to these effects of thymectomy 
should be drawn only from evidence which is over- 
whelming. G. E. BEILBy. 
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Matronola, G.: Experimental Research upon the 
Thymic Theory of Basedow’s Disease (Ricerche 
experimentali sulla teoria timica del morbo di Base- 
dow). Clin. chir., 1919, xxvi, 865. 

The author reviews the various theories as to the 
cause of Basedow’s disease and reports the details of 
14 experimental investigations on dogs in which he 
endeavored to determine whether hyperthymiza- 
tion would cause the appearance of Basedow symp- 
toms. The results.of these.experiments are summed 
up as follows: 

1. The thymus grafts did not take in any sense; 
perhaps the entire thymus rather than pieces should 
be employed or the experiments should be performed 
on puppies rather than on adult dogs. The glandular 
tissue rapidly degenerated beginning with the disap- 
pearance of Hassall’s corpuscles. Simultaneously 
the host tissues circumscribed it with a connective 
capsule from which septa spread and became 
interwoven among the thymic lobules which they 
absorbed by degrees until finally nothing of the 
graft was left but a scar. 

2. During the period of absorption the weight of 
the animals did not undergo any notable altera- 
tion beyond the normal. 

3. The pulse seemed almost constantly increased 
during the first days following operation. 

4. A leucopenia was never observed nor any 
lymphocytosis, but frequently there was a slight 
increase in the number of neutrophile leucocytes. 

5. Large heterogeneous thymus grafts were better 
tolerated if inserted in the omentum than if inserted 
subcutaneously. In 2 cases in which they were in- 
serted subcutaneously the animals died a few days 
after operation. This was perhaps due to the fact 
that the site being badly irrigated, the grafted pieces 
rapidly disintegrated and a large quantity of toxic 
matter was rapidly absorbed. 

6. Histologic changes in the thyroid suggested 
hyperfunctioning and hypertrophy. 

In support of the thymic theory of Basedow’s 
disease there was only the simple transitory increase 
in the number of pulsations and a slight thyroid 
hypertrophy. It is possible of course that the hy- 
perthymization was insufficient and the animals 
were far from the condition present in thymic hyper- 
trophy. The grafts did not take and hence there 
was only the resorption of the small quantity of 
thymus secretion contained in the gland and of the 
organic products of the dead tissue. 

The method used is therefore useless and further 
experiments should be performed in such a way that 
the animal will obtain repeatedly and continually 
a quantity of thymic juice sufficient to produce a 
constant state of hyperthymization. Following 
attempts made in this way the symptoms might 
be more evident and perhaps develop a picture 
similar to that of Basedow’s disease. Perhaps 
it might be better to inject into the animals repeated 
doses of thymus autolysate. So far as the author 
knows this method has not yet been experimentally 
tried. W. A. BRENNAN. 


ROENTGENOLOGY AND RADIUM THERAPY 


Macleod, N.: Experiments on the Detection of Pus- 
Soaked Cloth in Animal Tissues. Arch. Radiol. 
& Electrotherapy, 1919, xxiv, 192. 


These experiments were made by embedding a 
sac of sausage skin containing pus and a piece of pus- 
soaked cloth in a mass of fresh beef and then inject- 
ing an emulsion of bismuth salt into the sac through 
a wooden tube tied into its mouth. It was found that 
when the mass of the injected emulsion was not too 
thick the markings of the cloth could easily be 
shown by roentgenographic examination. The 
author arrived at the following conclusions: 

1. No attempt should be made to inject fresh 
wounds with bismuth or other substancé for radio- 
graphic purposes. 

2. After injecting as much of an emulsion of 1 
part of bismuth salt to 3, 4, 5. or 6 parts of mucilage 
of acacia as can be introduced, plug the opening and 
gently knead the area under suspicion, if this is 
possible, and mix the emulsion and pus thoroughly 
before making the radiograph. 

3. If the presence of cloth is suspected remove 
the plug and drain away the injection by gentle 
hand pressure at right angles to the plate before 
making the radiograph, in order to flatten the cloth 
and reduce the emulsion mass. 

4. The slight extra effort thus involved in the 
radiographic examination of fistula containing pus- 
soaked cloth will be amply rewarded if the cloth is 
detected three times out of four as was the case in 
the last twelve of the experiments reported. 

5. Stereoscopic negatives should be made inva- 
riably in such cases if operating surgeons with 
binocular vision are to have all the assistance the 
radiographer can give them. | Hartunc. 


Diamond, J. S.: The Roentgen Diagnosis of 
Diseases of the Thoracic Viscera. Med. Rec. 
1919, xcvi, 873. 

The roentgen ray will record tissue changes be- 
fore they are discernible by other methods. The 
importance of clinical study of individual cases, 
however, should not be minimized for while there 
may be roentgen-ray or physical signs of tuberculo- 
sis before the patient manifests any sign of tuber- 
culous toxemia the final interpretation rests upon 
clinical studies. 

It is always advisable to follow a certain routine 
in the roentgen-ray examination of the chest, noting 
the type of thorax, the width or variation of the 
interspaces, the diaphragmatic domes and _ their 
excursion, the illumination of the cardiophrenic 
angles, etc. The author describes in detail also the 
normal anatomy of the thoracic viscera as depicted 
in roentgenograms. 

In discussing pathologic conditions Diamond 
contrasts bronchopneumonia, which spreads from 
the hilus outward with densities more or less isolated 
and areas of aeration shining through, with lobar 
pneumonia in which consolidation begins at the 
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periphery and spreads en masse toward the hilus. 
Formerly when the presence of pneumonia could 
not be determined by the ear it was thought to be 
central and therefore inaccessible to auscultation. 
As a matter of fact, however, the exudates are 
cortical and the reason their vibrations are not 
transmitted to the ear is because they have not 


‘reached the larger bronchi. 


Pleural effusion casts a dense shadow in which 
there is total disappearance of lung markings; if 
large, the mediastinal contents are displaced and 
the upper level of the fluid assumes a concave line 
reaching higher at the periphery. If air is present 
(pneumothorax) the level of the fluid is straight. 

Tuberculosis may be confined to the hilus and 
appear as*an infiltration of the glands. In such 
cases it causes distortion of the natural outline of 
the hilus and, when extreme, throws the shadow of a 
dense mass. A similar picture is seen in many other 
diseases, including Hodgkin’s disease and syphilis. 
The hilus is always more or less affected before 
tubercles are visible in the parenchyma. Often the 
process stops here, the glands becoming later in- 
spissated with lime salts. When it does not stop 
here the tubercle forms in the smallest and most 
distant bronchioles. It is seen as an irregular small 
area of increased density and is spoken of as peri- 
bronchial infiltration. The blocking of the lym- 
phatics adds to the engorgement and increases the 
prominence of the markings. The apex of the lung 
may show reduced illumination. A diagnosis of 
pulmonary tuberculosis cannot be made _ unless 
peribronchial infiltrations are seen. Congestion 
may be caused by other factors and the reduced 
illumination may be due to old thickened pleura. 
Some enlargement of the hilus with the presence of 
calcified glands is frequently found in healthy per- 
sons. Healing processes such as fibrosis and cal- 
cification are very distinct in roentgen plates. 

The acute miliary type of tuberculosis is seen as 
small discrete, punctate densities scattered from 
apex to base, usually in both lungs. 

Pneumonoconiosis is the result of irritative 
changes in the lungs due to the inhalation of dust. 
In time, a characteristic mottling becomes evident. 
At a certain stage it is often difficult to differentiate 
this disease from tuberculosis; it does not begin 
in the apices, however, and its distribution is usually 
symmetrical. 

Cylindrical, fusiform, or sacculated bronchiectasis 
is recognized by characteristic areas of increased 
illumination usually in the lower lobes. 

Malignant tumors are usually secondary. Sar- 
comata are easily recognized as rounded dense 
masses which generally are well defined. Carcinomata, 
which are more difficult to recognize, appear as small 
dense areas in the interstitial tissue of the lung 
and along the larger trunks. When secondary they 
are seen in both lungs. 

Roentgen-ray examination of the heart has be- 
come both accurate and simple and often gives 
conclusive findings when percussion has failed. The 


size of the heart can be determined accurately by 
plates made at a distance of 6 ft.—teleroentgeno- 
grams. The outline of the diseased heart grossly 
considered assumes one of two distinct shapes, 
spherical or oval. The first is seen in cases of mitral 
lesions; the second, in aortic lesions. In mitral 
stenosis the left auriculopulmonic curve bulges 
while the aortic arch recedes. In mitral insufficiency 
the left ventricle also enlarges. In aortic lesions the 
aortic arch becomes widened, the auriculopulmonic 
curve is more accentuated, there is a very marked 
increase in the size of the left ventricle, and the 
heart assumes an oval shape. 

Pericardial effusion causes an increase in the size 
of the heart shadow and gives it a triangular shape. 
In this condition also there is loss of pulsation. 

Aortic aneurism is distinguished from other 
mediastinal tumors by its expansile pulsation. This 
diagnosis, needless to say, is conclusive. 

Concluding his general résumé Diamond calls 
attention to the fact that while in some instances 
roentgen-ray diagnosis is conclusive, in others it is 
but corroborative and conclusions can not be 
reached without the aid of clinical manifestations. 
It is for this reason that the roentgenologist should 
have clinical acumen and it behooves the clinician 
to familiarize himself with the roentgen appearance 
of pathologic states. D. R. Bowen. 


Groover, T. A., and Christie, A. C.: An Analysis of 
1,300 Cases Referred for Gastro-Intestinal 
Study, with Special Reference to the Import- 
ance of Chest Examination of Such Cases. Am. 
J. Roentgenol., 1919, n. Ss. Vi; §71. 


To emphasize the fact that gastro-intestinal 
symptoms frequently have their source in lesions 
above the diaphragm, the authors analyzed 1,300 
cases examined by them during the past two years. 
Of this number, 506 showed actual pathologic con- 
ditions and in 170 of these there were lesions in the 
chest. In other words, the gastro-intestinal lesions 
were only about twice as numerous as the chest 
lesions in cases referred for gastro-intestinal study. 
Pulmonary disease was found in 98 cases and in 84 
of these the lung condition was tuberculosis. Sixty- 
nine cases belonged to the cardiovascular group and 
3 were cases of intrathoracic goiter. Coincident 
lesions of the lung and gastro-intestinal tract were 
noted in only 6 cases, whereas coincident lesions of 
the lung and cardiovascular tract were found in 11. 
Special emphasis is laid upon the need for stereo- 
scopic plates in chest examinations in addition to 
the fluoroscopic examination. Apotpa Hartunc. 


Metcalfe, J.: Stereoscopic Radiography in the 
Treatment of Fractures of the Femur. Proc. 
Roy. Soc. Med., Lond., 1919, xii, Sect. Electro- 
therap., 72. 


Stereoscopic radiography in the treatment of 
fractures of the femur produced uniformly better 
results than the ordinary methods. A special. bed 
was used to facilitate the examination and frequent 
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exposures were made. The information thus ob- 
tained served as a guide for proper corrective 
measures. As a result most cases showed very little 
shortening and no after-stiffness of the knee joint. 
The author believes that the examination of reduced 
stereoscopic prints shows the appearance and con- 
tour of the bone much better than the large plates 
in a Wheatstone or similar stereoscopic device. 
ApotpH HARTUNG. 


Thompson, H. B.: Osteomyelitis and Its Classifi- 
cation Radiographically. Northwest Med., 1919, 
Xviii, 270. 


The roentgenologist’s report of a case of osteo- 
myelitis should aim to give not only information as 
to diagnosis but also such data concerning the origin, 
extent, probable virulence and prognosis of the condi- 
tion, both with and without operation, as may be 
gathered from a careful study of the roentgenogram. 
The author classifies the disease according to its 
origin into the medullary, cortical, and periosteal 
type. 

The medullary type corresponds to the idiopathic, 
acute osteomyelitis of the old classification and 
occurs, as is usual among virulent infections, in a 
restricted space. In this connection operation 
should not await X-ray findings unless a diagnosis 
cannot be established without them. 

The cortical type corresponds to the chronic form 
of the old classification. It is due to some low-grade 
infection and usually follows an injury. It tends to 
remain localized, produces less bone destruction and 
more bone production, and therefore gives a much 
better prognosis. 

The periosteal type can be diagnosed radio- 
graphically only after some weeks, when it usually 
affects the cortex secondarily. It gives a pre- 
ponderance of bone production over bone destruc- 
tion, usually follows an injury, and is very often 
specific in character. 

Roentgen findings relative to the detection of 
sequestration are given, as is also the differential 
diagnosis between osteomyelitis and such lesions as 
bone cysts, ossifying hematomata, myositis ossifi- 
cans, malignancies, and Paget’s disease. 

ApotpH HARTUNG. 


Morrow, H., and Lee, A. W.: Radium in Dermatol- 
ogy. J. Am. M. Ass., 1919, Ixxiii, 1523. 

This is a summary of three years’ experience in 
the treatment of certain forms of skin diseases 
with radium. Varying quantities and different 
types of containers were used according to the 
particular lesion. Practically all cases were treated 
by more or less direct juxta-position of the radium 
with intervening screens of several types. 

The best results were obtained in cases of true 
basal-cell epithelioma. Eighty-nine of 112 cases 

‘of this nature cleared up without recurrences. In 
15 there were recurrences which cleared again 
following further radium treatment. Bowen’s 
type of epithelioma also showed uniformly good 
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results. With squamous-cell carcinoma the au- 
thors have had limited experience as most of the 
patients with this type of growth were referred for 
surgical treatment. A few inoperable cases, however, 
were favorably influenced. Only a few sarcomata 
were treated, but the results obtained were more 
satisfactory than in any other form of malignant 
disease except basal-cell epithelioma. 

Of various nevi treated, the so-called strawberry 
mark or cavernous angioma showed the most 
decided improvement, disappearing entirely after 
a few applications and leaving a scar almost like 
the normal skin. Horny or warty linear nevi as 
well as pigmentary nevi were successfully removed. 
The angioma simplex or port-wine marks gave less 
satisfactory results. Warts could be readily re- 
moved, but other forms of treatment are probably 
to be preferred except for plantar warts and those 
which occur at the side of or under the finger nail. 
In cases of tHe latter type the results left nothing 
to be desired. 

In the majority of instances of keloid excellent 
results followed the treatment, especially if the lesion 
was of recent origin and a peared in young sub- 
jects. For the discoid and the red, scaly, thickened 
areas of erythematous lupus, radium was found of 
value. Beneficial effects were obtained also in the 
treatment of myxomatous cysts on the dorsal and 
lateral aspects of the distal phalanges. In addition, 
a small number of cases of lupus vulgaris, leukopla- 
kia, and pruritus ani were treated successfully. 

HArTUNG. 
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Jones, R.: A Few Surgical Lessons of the War. 
Brit. M. J., 1919, ii, 587. 


In nerve injuries no interval between the injury 
and operation is too long to preclude possible recov- 
ery after treatment. In the majority of cases the 
end-results are dependent on the condition of the 
muscles, tendons, and joints. Complications such 
as septic wounds involving the bones, muscles, and 
tendons, and stiffness of the joints necessitate de- 
laying surgical procedure. 

Early operation is desirable not because delay in 
operating on the nerve lessens its chances of regen- 
eration, but because long-standing infection and 
contracture seriously impair the ability of the 
muscle to react when the nerve path is re-established. 

Spontaneous regeneration should not be awaited 
for more than two months. An exploratory opera- 
tion requires a surgeon experienced in nerve sur- 
gery. The wound should be closed without inter- 
ference if the sheath of the nerve is intact and the 
nerve gives a faradic response when tested with a 
weak current. 

Nerve grafting, bridging with catgut or other 
foreign material, the turning down of nerve flaps, 
nerve crossing and anastomoses are all invariably 
failures. End-to-end suture is the only method by 
which satisfactory results are obtained. 
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End-to-end approximation can be obtained in the 
majority of cases by posturing the joints and trans- 
posing the nerves. One and one-half inches can be 
gained by transposing the musculospiral nerve to 
the inner side of the humerus, and several inches by 
transposing the ulnar to the front of the elbow. 

Scar tissue should be excised if possible. When 
nerve protection is necessary, a living muscle flap 
is indicated as nothing is to be gained by surround- 
ing the suture line with Cargile membrane or vein 
or fat transplants. 

In cases of irreparable nerve damage tendon trans- 
plantations properly carried out are very satisfac- 
tory. The prognosis with regard to functional util- 
ity depends both upon the nerve injured and the 
patient’s occupation. 

In cases of musculospiral, sciatic, and brachial 
plexus lesions good recoveries are generally obtained. 
In ulnar and median nerve lesions the results are not 
so satisfactory as often there is interference with the 
finer movements of the hands. 

Regarding gunshot fractures of the femur the 
author states that in 1916 the mortality was about 
80 per cent. In 1918 this high mortality was re- 
duced to 20 per cent by the use of the Thomas 
splint. The Thomas splint adequately mobilizes 
the fracture, minimizes the resulting shock, simpli- 


fies transportation, and gives the most satisfactory 
end-results. In 300 cases of compound fracture the 
average shortening was % in. 

The most common cause of non-union in fractures 
was loss of bone substance. Esquillectomy, which at 
times is necessary, accounts for many gaps which do 
not fill in. 

In the later stages of treatment it was noticed 
that a number of fragments removed showed consid- 
erable osteogenetic power and this led to the prac- 
tice of maintaining the length of the limb rather than 
approximating the bone ends. Gaps which exhibited 
rend faint X-ray shadows ultimately filled with 

ne. 

In restoring function to joints forcible movements 
are rarely indicated. If in cases of joint injuries the 
pain which may occur after manipulation is of short 
duration, the movements may be continued. If the 
pain persists for lengthy periods, however, rest is 
indicated. If the increased range of movement is 
maintained after manipulation, further movements 
may be prescribed safely. If in spite of movement 
and even in the absence of great pain, the range is 
continually diminished, rest is indicated. The dura- 
tion of the pain when the tissues are relaxed rather 
than its intensity should be our clinical guide. 

A. J. ScHoLt, Jr. 
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UTERUS 
Chenhall, W. T.: A Method of Suspension of the 
Uterus. M.J. Australia, 1919, ii, 395. 


The author lays stress on the importance of 
selecting the correct point in the round ligaments at 
which to place the guide suture. This is determined 
by studying the uterovesical folds, the infundibulo- 
pelvic tissues, and the utero-ovarian ligaments. 

Through a median incision the abdomen is ex- 
plored and associated pathologic conditions are 
dealt with. The uterus is elevated with the hand to 
determine the level of attachment of the round 
ligaments. At a point about 3.75 cm. from the 
uterus the round ligament is caught up by a 
chromic gut suture passed beneath it. A curved 
forceps is then pushed through the middle of the 
rectus muscle and peritoneum about 3.75 cm. above 
the pubes. The forceps is made to grasp the guides 
and the ligament made to follow it out through the 
rectus. The procedure is repeated on the opposite 
side. The peritoneum is then closed, each ligament 
is fixed to the edge of the opposite rectus sheath 
with the guide suture, and the rest of the wound 
closed with a continuous suture in the sheath, the 
fat, and the skin. M. J. Getpt. 


Wardlow, Y.: The Interstitial Transplant of the 
Round Ligaments in the Treatment of Se- 
lected Cases of Uterine Retroversion. Surz., 
Gynec., & Obst., 1919, xxix, 603. 

A special instrument devised by the author, called 
the ‘“‘hysterotome,’’ is necessary for the technique 
described. After the abdomen is opened a suture 
ligature is applied without too much tension to each 
round ligament at the point where both ligaments 
meet in the median line and its ends are left long. 
The hysterotome is then inserted into the uterus at 
the origin of the round ligament in such a way that 
the direction of the insertion is backward under the 
interstitial portion of the tube, then downward and 
inward so that the point will emerge in the midline 
about 1 in. below the fundus. When this occurs 
a loop of Pagenstecher or silk is threaded through 
the eye of the hysterotome and pulled through the 
uterine wall as the hysterotome is withdrawn. 

The same procedure is followed on the opposite 
side. The loops are then tied to the traction sutures 
on the round ligaments and the latter pulled through 
the uterine wall by means of the loops. The traction 
sutures on the ligaments are then tied to each other 
and cut. Usually no further suturing is necessary. 
but in some cases a stitch or two may be put in the 
puncture wound in the posterior wall of the uterus. 
The same technique may be used when one or both 
tubes have been removed. 


The advantages claimed for the technique are: 
(1) the ligaments are shortened in their anatomical 
direction; (2) only the stronger tendinous portions 
of the ligaments are used; (3) the danger of recur- 
rence is lessened; (4) there is no interference with the 
lymphatic. vascular, or nerve supply; (5) no artificial 
bands are formed; (6) traumatism is reduced to a 
minimum; (7) the transplanted portion of the 
ligament hypertrophies with the uterine wall 
during pregnancy and adjusts itself physiologically; 
(8) the operation is simple; (9) the anatomical 
results are permanent; (10) function is restored to the 
pelvic organs; and (11) pelvic adhesions are avoided. 
M. J. Gecrt. 


Piccardo, T. J.: Bazterrica’s Stomatoplasty in the 
Treatment of Sterility Due to Congenital Cervi- 
cal Stenosis (La estomatoplastia Bazterrica en el 
tratamiento de la esterilidad por estenosis cervical 
Sreernee: Rev. argent. de obst. y ginec., 1919, iii, 

I. 


“The primary réle in the initial phenomena of 
fecundation belongs indisputably to the cervix 
uteri. Its external orifice is the true gateway of 
fecundation.”” Thus Piccardo quotes Doleris. 

The spermatozoa deposited in the vagina must 
pass through the external os and for this a certain 
normality in the size, shape, and reaction of the 
external os is necessary. 

The cervical canal normally contains a trans- 
parent, colorless mucus which is distinctly alkaline 
in reaction, while the vaginal secretion is acid. 
The latter being unfavorable to the spermatozoa, 
a positive chemotaxis is set up between the sper- 
matozoa and the mucus which fills the cervix. 

It is apparent, therefore, that fecundation is im- 
possible if there is any marked stenosis of the cer- 
vical orifice. 

Congenital stenosis of the cervix Piccardo defines 
as an anatomical state due to a disturbance of 
development which prevented the uterus from under- 
going all the proper modifications of puberty. The 
cervix in this anomaly is characterized by elonga- 
tion, conical shape, and stenosis of the external os. 
This condition is frequently accompanied by an 
exaggerated anteflexion of the uterine body and 
stenosis of the internal os. Dysmenorrhoea and 
leucorrhoea are prominent symptoms. 

Aside from medical treatment (dilatation), a 
number of operations have been suggested for this 
condition, some to correct the stenosis of the exter- 
nal os (excision), and others to correct the shape 
and dimensions of the cervix itself (amputation, 
stomatoplasty). 

Bilateral excision is not satisfactory because the 
upper and lower lips are in such close apposition 
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that the os is impervious to any fluid. Amputation 
involves the loss of a large portion of the cervical 
mucosa. Pozzi’s stomatoplasty is complicated and 
difficult to execute. 

Bazterrica’s operation lies about midway between 
the simple bilateral excision of Sims and Pozzi’s 
operation and is very easy to perform. The field 
of operation is disinfected with tincture of iodine 
and alcohol. The cervix uteri is then well exposed 
and the anterior lip, held by a Museaux forceps, 
is brought down to the vulval orifice by traction. 
A transverse incision, 1 or 2 cm. long, is then 
made with the scissors on each side of the os as 
in Thomas’ operation, and extended to the level 
of the insertion of the vaginal vault above the 
cervix. In the base of the angle formed by the 
incisions a portion of the cervical parenchyma is 
resected, care being taken to respect the cervical 
and the vaginal mucosa. The operation is com- 
pleted by placing a suture which approximates the 
cervical and waginal mucosa and closes the area 
left by the cuneiform resection. These sutures serve 
in addition for the hemostasis of the region. A 
small strip of gauze is introduced and the vagina 
lightly tamponed. 

The cuneiform resection has a beneficial effect 
on the internal os uteri because the cicatricial re- 
traction tends to dilate it. 

Piccardo is emphatic concerning the choice of 
cases in which this treatment is indicated. It 
should be used only in cases of congenital stenosis 
of the cervix uteri in which the development of the 
uterus and the conditions of menstruation warrant 
the assumption that pregnancy is possible. 

M. M. Matruies. 


Peart, J. F.: On the Removal of Large Cervi- 
cal Tumors Occupying the Vagina. Lancet, 
1919, CxCvii, 1194. 

Peart reports a case of intravaginal fibroid and 
describes the method by which he removed it. The 
patient was a multipara 48 years old who had had 
uterine hemorrhages for three years. Examination 
disclosed a hard tumor filling the vagina and pre- 
senting at the vulva. The mass reached to three 
finger-breadths below the umbilicus. On the right 
side was a cystic swelling. Vaginal examination 
was impossible. At operation the right tube was 
found to be cystic and bound by adhesions. The 
left tube and ovary were also bound by adhesions, 
The uterus was small. The incision was made into 
the anterior wall of the vagina. The tumor origi- 
nated from the inner side of the anterior cervical wall 
below the internal os. The proximal portion was 
enucleated and the rest delivered through the 
vagina. The whole tumor measured 5 by 3% Y in. and 
weighed 10 oz. The tubes and ovaries were also 
removed and the vaginal wall was sutured and 
drained. 

An abdominal operation is essential in such a case 
because of frequently associated pathologic condi- 
tions of the uterus and adnexa, possible malignant 


degeneration in an associated intra-abdominal 
growth, and the impossibility of diagnosing the pres- 
ence of the growth because a bimanual examination 
cannot be made. Malignant degeneration of fibroids 
is estimated to occur in between 2 and 4 per cent 
of cases. BERNICE JAMESON. 


McCann, F. J.: The Precancerous Uterus. Proc. 
Roy. Soc. Med., Lond., 1919, xiii, Sect. Obst. & 
Gynec., 3. 


The author believes that no real progress will be 
made in the cancer problem until the clinician can 
seek out and identify the pre-cancerous changes in 
the different organs and tissues where cancer is 
prone to originate. He laments the present tendency 
to relegate the clinician to the background and to 
look toward the laboratory worker for a solution of 
the problem. Mutual co-operation he believes is 
essential. 

To operate when cancer is easily recognizable is 
not enough; we must anticipate its development, 
and for this must be able to recognize pre-cancerous 
changes as definite clinical entities. 

The subject was brought forcibly to the author's 
mind by two cases the after-history of which has an 
important bearing on this subject. The first was 
that of a woman aged 38 who underwent the opera- 
tion of curettage for what is termed ‘“fungous 
endometritis.” The scrapings were examined by a 
pathologist and pronounced benign. While there 
was a suspicious multiplication of cells within cer- 
tain gland tubules, there was no evidence of pene- 
tration beyond the basement membrane. Five 
years later the patient was found to have an ad- 
= uterine cancer and from this she ultimately 
die 

The second case was that of a single woman, aged 
54, from whom the author removed a polypus about 
the size of a hazelnut which grew from the upper 
end of the cervical canal. On microscopic examina- 
tion this proved to be benign but eight years later 
the patient died from uterine cancer with secondary 
hepatic deposits. 

The age incidence of uterine cancer is both 
interesting and important. From a study of 
statistics 46 may be taken as that for cancer of the 
cervix, and 53 for cancer of the uterine body. 

The following points are emphasized "le the 
author: 

CERVIX UTERI 


In the cervix uteri the changes which should give 
rise to suspicion of cancer may be grouped as 
follows: (1) erosions; (2) fissures; (3) chronic 
endocervicitis; and (4) chronic hypertrophy. 

Cervical erosions: In the past erosions have been 
termed “ulcerations,” and upon this faulty pathol- 
ogy faulty methods of treatment have followed. An 
erosion is a new growth composed of glandular 
tubules and interglandular tissue which under cer- 
tain circumstances may undergo true ulceration. In 
the absence of traumatism a definite ulcer in the 
cervix uteri is either tuberculous, syphilitic, or malig- 
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nant, and as the two former are relatively rare, it 
should be assumed to be malignant until the con- 
trary is proved by microscopic examination. An 
erosion being a new growth—adenoma—it should be 
treated as other new growths are treated, viz., by 
excision and not by repeated application of irritants 
in the form of caustics and similar substances. 

Fissures: The réle of cervical lacerations— 
fissures—in the etiology of cancer has been debated 
for many years. It is not only the single tear, but 
the innumerable smaller ones which cause disloca- 
tion of epithelium and are associated with chronic 
inflammatory changes that predispose to cancer. 
Statistics have been produced favoring the view 
that stitching the lacerated cervix after labor has an 
influence in diminishing the incidence of cervical 
cancer. No other treatment is so effectual in retard- 
ing the chronic inflammatory changes which de- 
velop and predispose to cancerous formation. 

Chronic endocervicitis: When a chronic dis- 
charge continues to flow from the cervical canal of a 
woman approaching the cancer age there is danger 
of the subsequent development of cancer within the 
cervical canal. Moreover, the glandular involve- 
ment often extends so deeply into the tissues of the 
cervix that no local application or curetting reaches 
the full extent of the diseased area. To eradicate the 
disease and to prevent the development of cancer 
a supravaginal amputation of the cervix should be 
performed. If in addition to the chronic endocer- 
vicitis the uterine body is enlarged and the menstrual 
flow increased or if between menstruations there is 
an irregular blood loss, the uterus should be re- 
moved. Pan-hysterectomy with conservation of the 
ovaries if otherwise normal is the operation which 
should be adopted. 

Chronic hypertrophy: Reference has already 
been made to chronic inflammatory thickening of 
the cervical tissues in association with lacerations 
or fissures. Should such hypertrophic thickening 
be marked, especially in women approaching the 
cancerous age, the cervix should be removed by 
supravaginal amputation whether there are cervical 
lacerations or not. If this operation is done skill- 
fully with due regard to asepsis there should not be 
any subsequent contraction of the outlet to the 
uterine canal. 

CORPUS UTERI 

Fungous endometritis: Fungous endometritis, 
which is in reality a new growth adenomatous in 
character, bears a relationship to cancer of the 
corpus uteri similar to that between a cervical 
erosion and cancer of the cervix uteri. Examples 
are on record in which, after repeated curettings, 
the scrapings which at first were benign in character 
were later found to be malignant. If exploration of 
the uterine cavity shows that there is a considerable 
amount of new growth in the endometrium, and if 
the woman is nearing the menopause, the uterus 
should be removed. 

Chronic metritis: When in a woman over 40 years 
of age the uterus is large and painful, bleeds pro- 
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fusely during menstruation, and pours out a dis- 
charge in the interval, it should be removed. Such 
women are frequently treated by curetting, caustics, 
and other irritants without benefit, and many of 
them subsequently develop malignant disease. 

Intra-uterine polypi: If adenomatous polypi are 
found in the uterine cavity the uterus should be 
removed. ‘Fibroid polypi’ should be examined 
microscopically on removal to make sure that the 
disease is not sarcomatous. 

After the menopause: In the normal course of 
events the uterus diminishes in size as age ad- 
vances and remains quiescent, not giving rise to any 
local disturbance. The normal post-climacteric 
uterus is a decadent organ showing no sign of 
pathologic activity. If examples of uterine prolapse 
and acute infections be excluded it may be stated 
that post-climacteric uteri showing pathologic 
activity which is evidenced clinically by bleeding, 
discharge, or increased size should be removed. 

The disease termed ‘senile endometritis” is a 
pre-cancerous condition and frequently associated 
with cancer of the corpus uteri. It must be the 
work of the future to anticipate the development of 
cancer by defining the conditions which experience 
teaches are followed at a later date by cancerous 
growth and to treat them by radical methods. 
Real progress will result from work along these lines, 
much suffering will be mitigated, and many lives 
saved C. H. Davis. 


Peterson, R.: The Age Distribution and Age 
Incidence in 500 Cases of Cancer of the Uterus. 
Surg., Gynec. & Obst., 1919, xxix, 544. 


The author has collected 500 cases of carcinoma 
of the uterus from the University of Michigan 
Hospital, his private clinic, and the Pathological 
Laboratory of the University of Michigan. These 
cases were selected chronologically, were all con- 
firmed microscopically by the Director of the 
Pathological Laboratory of the University of 
Michigan. and represent the average population of 
the State of Michigan. The term “age distribution ”’ 
is used to refer to the number of cases in the series 
of 500 which were found in each age period, and 
the term ‘‘age incidence” to refer to the ratios 
at any given age period, obtained by considering 
the percentage of carcinoma at that age period 
with reference to the percentage of the population 
at the same period. 

The cases are discussed under the following head- 
ings: (1) carcinoma of the uterus, (2) carcinoma of 
the cervix (3) carcinoma of the fundus, (4) squamous- 
cell carcinoma of the cervix, and (5) adenocarcinoma 
of the cervix. 

The author contrasts his own findings with those 
of others and gives the following summary: 

1. The maximum age distribution in 500 cases 
of cancer of the uterus is at the age period between 
4o and 45. 

2. Eighty-two per cent of uterine cancers occur 
between the ages of 35 and 65. 
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3. The young female is not immune to cancer 
since in 7 of the 500 cases (1.4 per cent) the cancer 
developed between the ages of 20 and 25. 

4. Uterine carcinoma is exceedingly rare below 
the age of 20 but occurs in an appreciable percentage 
of cases between the ages of 20 and 25. 

5. In 6 out of 7 cancers developing between the 
ages of 20 and 25 the cervix was the seat of the 
disease. 

6. The maximum number of cases of carcinoma 
of the cervix is to be found in the age period from 
40 to 45. 

7. In the cases reported, carcinoma of the fundus 
was found in an unusually large percentage, i.e., 
in 94 cases out of the 500 (18.8 per cent). 

8. The number of cases of adenocarcinoma of the 
fundus reaches its maximum between the ages of 55 
and 60, fifteen years later than the maximum 
incidence of squamous-cell carcinoma of the cervix 
which is reached between the ages of 40 and 45. 

9. Adenocarcinoma of the fundus is not a disease 
of early life as in the series of cases reported there 
were only 3 cases in 94 in which it occurred before 
the age of 35. 

10. From the analysis of the series reported and 
the statistics of other writers it is fair to assume 
that from ro to 15 per cent of uterine carcinomata 
are situated in the fundus. 

11. A large proportion of the 500 cases of uterine 
cancer were cases of squamous-cell carcinoma of the 
cervix — 369 in all. 

12. In contradistinction to carcinoma of the 
fundus, 23.5 per cent of squamous-cell carcinomata 
of the cervix were found in patients under 40 years 
of age. 

13. Practically 50 per cent of the 369 squamous- 
cell carcinomata of the cervix occurred between 
the ages of 40 and 55. 

14. Adenocarcinoma of the cervix is much more 
rare than the other two forms, occurring in only 
37 of the 500 cases. 

15. The number of cases is greatest in the age 
period from 40 to 45. 

16. Thirty per cent of the 37 cases of adeno- 


* carcinoma of the cervix occurred between the ages 


of 20 and 40. 
17. The age incidence of carcinoma of the uterus 
at different age periods is determined as follows: 


Ratio for age period 
N= percentage of carcinoma for age period N 
percentage of population for age period N 

18. The maximum age incidence of carcinoma 
of the uterus is at the period between 55 and 60. 
From this age period it declines rapidly to the 
period between 70 and 75. 

19. The greatest age incidence of adenocarcinoma 
of the fundus is the same as that of cancer of the 
uterus as a whole, i.e., the age period between 50 and 
60. 

20. The highest carcinoma incidence of carcinoma 
situated in the cervix, of squamous-cell carcinoma 


of the cervix, and of adenocarcinoma of the cervix 
is the age period from 50 to 55. 

21. After each age period of greatest carcinoma 
incidence is reached the incidence decreases sharply, 
a fact which demonstrates the incorrectness of the 
statement that the age incidence of carcinoma 
increases with the age period. S. A. CHALFANT. 


Forgue: The Operative Treatment of Cancer of the 
Uterine Cervix (Traitement opératoire du cancer 
du col de l’utérus). Presse méd., Par., 1919, xxvii, 

Forgue has investigated the subject of the opera- 
tive treatment of cancer of the uterine cervix from 
the following points of view: 

1. The means of obtaining early operation. 

2. The limits of operability. 

3. The principles which should regulate the 
choice of operation.and the technique. 

4. The interpretation of the results. 

The factor of first importance in accelerating 
operation, is of course, early diagnosis, and to make 
early diagnosis more general family physicians, 
midwives, and the public should have further in- 
struction regarding the early signs of cancer. 

The physician should examine every woman 
with the least suggestive symptoms and if the find- 
ings are positive should see that the patient is 
operated upon at once. Precancerous states call for 
particular study. 

As regards the limits of operability Forgue states 
that since the adoption of the extensive Wertheim 
technique the limits of operability have been 
doubled but at the same time the operative .mor- 
tality has also been doubled. The advantages of 
operation will be greater and its risk less if the diag- 
nosis is made early when the anatomical lesions are 
less extensive. 

The most advantageous radical hysterectomy is 
the vagino-abdominal operation. The objects of 
treatment are to reduce the risk of infection and to. 
increase the security against recurrence. These are 
best attained by avoiding all septic inoculation from 
the ulcerous cervical neoplasm. Therefore the 
cancerous cervix should be removed as a closed mass 
sealed within the vagina. This can be done in 
either one of two ways: (1) by the abdominal route 
alone, the section of the vagina being made below 
two large forceps enclosing the ulcerous lesion; 
and (2) by the vagino-abdominal route, the opera- 
tion being begun by a circular vaginal incision 
at a good distance from the neoplasm, or by a 
colpohysterectomy, the vagina being then dissected 
and sutured. 

To avoid operative contamination it is very im- 
portant to establish a solid barrier between the ab- 
dominal cavity and the pelvic wound. No drainage 
is used. The vesical peritoneum and the prerectal 
peritoneum are sutured to the anterior and posterior 
walls of the vagina and further peritonization is 
obtained by utilizing the walls of the sigmoid loop or 
the rectum. 
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The study of recurrence has shown that in the 
great majority of cases recurrence is a continuation 
of the growth of cancerous foci not completely ex- 
tirpated. In such cases there is early and rapid 
invasion of the cylindrical epithelium of the cervical 
canal but it is the extended infiltration of the para- 
metria which is the most unfavorable element in the 
prognosis. 

As regards the extirpation of the glands, Forgue 
believes it is sufficient to remove the palpable and 
enucleable glands on each side in the region of the 
bifurcation of the iliac artery. 

In a series of 40 cases treated by the author there 
were 4 operative deaths. Of the 36 survivors 23 had 
a recurrence. Thirteen had no recurrence after 
three years and of the latter 6 had no recurrence in 
five years. 

Forgue believes that in uterine cancer as in all 
others there is an individual ‘coefficient of malig- 
nancy”’ which renders the prognosis more or less 
uncertain. 

As a preventive of recurrence the pre- and post- 
operative use of radium has been found of value. 

W. A. BRENNAN. 


Daels, F.: The Indications and Technique of 
Abdominal Hysterectomy (Indications et 
technique de l’hystérectomie abdominale). Bull. 
Acad. roy. de méd. de Belg., 1919, xxix, 702. 


Because of the poor results obtained from partial 
operations in the treatment of chronic inflammatory 
lesions of the internal genital organs, Daels believes 
that radical measures are best. 

The greater part. of the article deals with the 
fechnique of hysterectomy in cancer of the cervix 
to the uterus. As a result of his study of aseptic and 
infectious conditions of the tissues before operation, 
the author has reached the conclusion that 6 times 
out of 10 the streptococcic infection which is pres- 
ent about the cancerous tumor in 60 per cent of the 
cases extends to the parametric tissues and even to 
the lymphatic glands. 

The treatment of this infection prior to the opera- 
tion proper consists in curettage and cauterization of 
the cancerous craters followed for fifteen days by the 
application of radium. Such treatment disinfects 
and isolates the cancer and improves the general 
condition. These advantages Daels believes more 
than compensate for the danger of the extension of 
the disease in the two weeks during which the pre- 
liminary treatment lasts. It does not, however, 
cut off infection nor prevent the infected tissues from 
coming into contact with the peritoneum, ligatures, 
and sutures during the course of the hysterectomy. 

In clinical and experimental research regarding 
disinfection of the parametric tissues Daels has 
found that silver nitrate has a bactericidal effect 
and stimulates reactional proliferation. In spite of 
the good results obtained by its use, however, he 
considers pelvic peritonization as the best prophy- 
lactic treatment against the extension of the 
condition. 
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After the completion of the hysterectomy Daels 
fixes the vaginal walls to a band formed by the 
round ligaments sutured to each other. 

The report is based on 43 hysterectomies. 

W. A. BRENNAN. 


ADNEXAL AND PERI-UTERINE CONDITIONS 


Robinson, M. R.: Actinomycosis of Both Ovaries 
and Fallopian Tubes; the Report of a Case, 
Operation, and Recovery; with a Tabulation 
of All the Cases of Actinomycosis of the 
Female Genitalia Recorded in the Literature. 
Surg., Gynec., & Obst., 1919, xxix, 569. 

The invasion of the human body by the ray 
fungus was first described by Israel in 1877, just 
one year after its discovery in cattle by Bollinger. 
The author has succeeded in collecting from the 
literature only 19 cases in which he believes the 
diagnosis was proved and the condition involved 
the reproductive organs. These cases he presents 
briefly in a table. After discussing the subject and 
describing his own case, he draws the following 
conclusions: 

1. The microscopic study proved beyond a doubt 
that the tumors removed from our patient were 
the ovaries and the fallopian tubes. 

2. The fact that at the time of the first operation 
only the mesosigmoid was involved would seem to 
indicate that the primary focus was the lower bowel. 

3. The fact that the involvement of the internal 
generative organs was not found until a second 
operation was performed six months later excludes 
the possibility that the infection was primary in the 
genital tract. 

4. The location of the actinomyces colonies, both 
within the tube lumen as well as deep in the ovarian 
stroma and not immediately beneath the germinal 
epithelium or upon it, speaks for the possibility that 
the spreading of the infection proceeded by both 
continuity and the blood stream. 

5. The absence of enlargement of the retroperi- 
toneal, mesenteric, and inguinal lymph glands at the 
time of both operations and since operation excludes 
the possibility that the lymph current was the carrier 
of the actinomycotic infection. C. H. Davis. 


Reder, F.: The Cystic Ovary. Am. J. Obst., 1919, 
Ixxx, 710. 


In such a delicately constructed organ as the 
ovary, the extraordinary function of which con- 
stitutes one of the most puzzling and interesting 
problems in physiology, it is reasonable to assume 
that impairment in the vascular supply need not 
be severe to bring about textural changes. Mild dis- 
turbances are sufficient to change normal into ab- 
normal conditions if they persist long enough. The 
whole picture appears to be somewhat analogous 
to the changes the surgeon sees in a partially 
strangulated intestine. It seems wholly a me- 
chanical condition in which the circulation plays the 
principal part. Textural changes in the tissues are 
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brought about, not by inadequacy of the supply of 
arterial blood, but by embarrassment of the venous 


circulation bordering on stasis. Such changes in an’ 


organ as intricate as the ovary, in which the growth 
potentialities of the cells are so astonishingly pro- 
nounced, are the result of tension and a certain 
degree of torsion of the mesovarium at its broad- 
ligament attachment. 

Recent ‘investigators admit that atresia of the 
graafian follicles and a certain degree of cystic forma- 
tion in an ovary during the menstruating period of 
life are physiological. Granting this, the question 
arises as to when this form of cystic degeneration 
reaches its physiological limits. The answer must 
be guarded for the following reasons: 

1. Cystic degeneration of an ovary seldom 
mirrors a definite clinical picture. 

2. There is rarely severe pain, and the menstrual 
disturbances are of the ordinary type. 

3. Should there be pain, it must be ascribed 
to torsion of the mesovarium, engorgement of the 
veins of the broad ligaments, or the presence of 
adhesions. 

4. A bimanual vaginal examination when the 
ovary is enlarged and lodged in the cul-de-sac will 
elicit pain, but will not reveal anything more defi- 
nite unless multicystic follicular degeneration has 
caused the ovary to become unusually large. 

The author’s diagnoses were made invariably 
during abdominal sections for other than ovarian 
lesions. Most frequently the operations were for 
chronic lesions of the appendix or retrodeviation of 
the uterus. The patients were all unmarried and 
varied in age from 14 to 25 years. Although the 
cystic degeneration was frequently found to affect 
both ovaries, in the cases operated upon for chronic 


' appendicitis the lesions were confined to the right 


ovary as compared with the left ovary in the ratio 
of about 10 to 1. This may be explained on the 
ground that the chronic inflammatory condition of 
the appendix was the cause of an excessive and pro- 
longed vascular supply in which the ovary was com- 
pelled to share on account of its proximity to the 
appendix. Frequently under such conditions the 
uterus was found apparently in a normal position. 
At any rate, the retrodeviation was so slight that it 
could not be considered pathologic. From this fact 
the inference is justifiable that a chronic lesion of the 
appendix may invite cystic degeneration of the 
ovary without concomitant malposition of the 
uterus. 

About one-half of the ovaries not subjected to 
radical surgical procedure were suspended as close 
to the uterine cornual angle as possible. When the 
uterus was in malposition the displacement was cor- 
rected by the simplest operative method. When the 
ovarian ligament was found so extremely relaxed 
that a proper ovarian suspension could not be ob- 
tained otherwise, the sutures were carried through 
the sides of the uterine body near the cornual zone. 
Operations pertaining to ovarian suspension should 
be confined to the median portion of the organ, as 


far remote from its lateral border as is feasible. 
When resection was decided upon, the number of 
cysts present was the determining factor. The 
author’s technique in such cases is presented. 
Epwarp L. CorNELL. 


Gaifami, P.: Three Cases of Voluminous Cystic 
Ovary in the New-Born (Trois cas d’ovaire kys- 
tique volumineux chez le nouveau-né). Rev. frang. 
de gynéc. et d’obst., 1919, Xiv, 345. 


In one year during which he made autopsies 
on 50 female infants at the Obstetrical Institute 
of the University of Rome, the author found 3 cases 
of voluminous cystic ovaries. The macroscopic and 
— details with illustrations are given in 

ull. 

In discussing the findings Gaifami states that this 
congenital condition might perhaps be the initial 
stage of a true ovarian tumor, or at least that it may 
throw some light on the genesis of ovarian tumors, 
especially cystomata. 

The fact that 3 such cases were found in 50 autop- 
sies might be considered as sufficient evidence that 
their occurrence is not infrequent, but although the 
author has performed autopsies on many newly born 
children, he has found few voluminous cystic 
ovaries. 

In 2 of the cases reported the condition was uni- 
lateral, and in the third, bilateral. In two cases 
the ovary was twisted on its pedicle. 

Examination showed also that the altered ovaries 
contained more or less large cavities which gave 
them the appearance of sponges and that the 
Ovarian tissue was reduced to a thin layer in which 
some primordeal ovules and graafian follicles were 
found. W. A. BRENNAN. 


Jayle, F.: The Transverse Lateral Suprapubic 
Incision in Unilateral Salpingo-Oéphorectomy 
and in Appendicectomy (L’incision esthétique 
sus-pubienne transversale et latérale dans la salpingo- 
oviarectomie unilatérale et dans l’appendicectomie). 
Bull. Acad. de méd. de Par., 1919, \xxxii, 255. 


It is most desirable in abdominal surgery that 
the incision should be such as to leave a perfectly 
solid scar which should also be as invisible as pos- 
sible. Therefore a lateral transverse is better than 
a vertical incision. Jayle has used the former for 
twenty years. 

In cases of a unilateral lesion of the genital organs 
it appears more logical to approach it from outside 
the rectus muscle than from inside on the median 
line as in this way the organ to be extirpated is 
reached directly. 

The chief difficulty in the use of the vertical in- 
cision is the difficulty of diagnosing between chronic 
appendicitis and ovaritis and right salpingitis. 
Many more or less abnormal appendices are re- 
moved from women without any particular benefit 
because there-is also an ovarian or tube lesion which 
was not suspected. The transverse lateral incision 
avoids this error because it gives access to the ovary 
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and tube as well as to the appendix. In 20 cases in 
which Jayle operated during the past two years on 
a diagnosis of appendicitis alone, the ovary and 
right tube were normal in only 2, hemorrhagic 
ovaritis was found in 5, polycystic ovaritis in 4, a 
fibroma of the ovary in 1, and salpingo-ovaritis in 8. 
Jayle makes a transverse incision 6 or 7 cm. long 
in the pubic region, draws the underlying tissues 
and the hypogastric vessels back with retractors, 
and opens the peritoneum. When the patient is 
placed at an angle of 45 degrees the tube and right 
ovary are seen easily. By turning her on the right 
side the cecum and appendix are brought into view. 
Jayle has used this incision for appendicectomies 
on women since 1913 as salpingo-ovaritis is usual in 
such cases and this route makes possible pelvic 
_ exploration. Moreover the incision gives a minimum 
amount of traumatism. In cases in which salpingitis 
or ovaritis with or without appendicitis complicates 
a beginning pregnancy the transverse lateral inci- 
sion permits operation without encroaching on the 
uterus which remains practically outside the oper- 
ative field. W. A. BRENNAN. 


MISCELLANEOUS 


Spalding, A. B.: A Study of Frozen Sections of the 
Pelvis with the Description of an Operation 
for Pelvic Prolapse. Surg., Gynec. & Obst., 1919, 
XXixX, 529. 

The pelvis of a 32-year-old woman, a nullipara 
who died of tuberculosis, was cut by frozen section 
into four segments. The surfaces of the segments 
were photographed and the pelvic fascie outlined. 

From these photographs it can be seen that the 
uterus hangs in the paracervical tissue which is 
intimately attached to the pelvic fascia at the arcus 
tendinous which gives strong support to the bladder, 
vagina, and rectum. The levator ani muscles and 
the facia support it below and bring the lower part 
of the vagina and rectum toward the symphysis. 
The ligaments of the uterus, the peritoneum and the 
pelvic fascia above the white line give support from 
above and serve to bring the fundus of the uterus 
forward. 

The operation described by the author has been 
done only during the past few months. Its first 
step consists in dissecting the fascia in the anterior 
vaginal wall free to the arcus tendinous and over- 
lapping it as was described last year by Rawls. 
The cervix is then amputated according to the old 
method of Hagar, and two deep sutures are placed 
on either side to control the hemorrhage from the 
cervical branches of the uterine arteries. The 
peritoneum is then opened below the bladder and a 
subtotal vaginal hysterectonry is done, the cervical 
stump being attached to the sacro-uterine and 
severed broad ligaments. The round ligaments are 
then drawn through the cervical canal and sutured 
on the vaginal surface. This lifts up the cervix to 
which the overlapped fascia is attached. In cases 
of rectal prolapse the rectum is supported by oper- 
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ations described heretofore by Ward, Studdiford, 
and others. 

In describing his own operation the author em- 
phasizes particularly the value of preserving the ° 
paracervical tissue by means of a subtotal vaginal 
hysterectomy and of supporting the cervix by draw- 
ing the round ligaments through the cervical canal. 

M. J. Getpt. 


Draper, W. F.: The Detention and Treatment of 
Infected Women as a Measure of Control of 
Venereal Diseases in Extra-Cantonment 
Zones. Am. J. Obst., 1919, 1xxx, 618. 


Women in the extra-cantonment zones in Vir- 
ginia who were found conducting themselves in an 
immoral manner were apprehended by the local 
police working in co-operation with the military 
police and law enforcement officers of the Commis- 
sion on Traiping Camp Activities. Upon appear- 
ance before the police court magistrate they were 
immediately ordered to the Public Health Service 
and Red Cross out-patient clinics for examination 
to determine whether or not they were infected 
with venereal disease. . Pending the outcome of the 
examination they were usually held in the detention 
home although the jails were sometimes utilized 
for this purpose. 

Those found to be infected with venereal disease 
were committed to the detention hospital for treat- 
ment until such time as they were considered non- 
infectious. They were then returned to the police court 
for trial on the charge for which they were arrested. 

The period during which infected women were 
detained in the hospitals for treatment lasted from 
one to eight months. The average time spent in 
the detention hospital was about three months. 

In cases of gonorrhoea three successive negative 
slides taken one week apart were required for 
release. Women with syphilis were released as non- 
infectious when there were no visible lesions of the 
skin or mucuous membranes, and after they had 
received mercurial treatment and several injections 
of salvarsan. 

In the opinion of the writer the detention hos- 
pitals were a potent factor in controlling the spread 
of venereal diseases in extra-cantonment zones in 
the following ways: 

1. By making it possible to remove a large num- 
ber of infected immoral women from the community 
and hold them absolutely apart from the general 
population for a number of months. 

2. By making the chances of isolation for a con- 
siderable period of time so great as to discourage 
immoral women from operating in these areas. 

3. By giving a practical demonstration to the 
community of the high prevalence of venereal 
diseases in immoral women, and of the time and 
effort necessary for the treatment of these diseases. 

4. By actually removing foci of infection by 
medical measures. 

The treatment of the women in the detention 
hospitals is believed to have been of less importance 
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in controlling venereal diseases in the extra-can- 
tonment zones than the other factors mentioned. 
On one occasion eleven out of twelve women 
released from the detention hospital at Newport 
News, Virginia, were returned with new infections. 
Comparatively few of the inmates expressed them- 
selves as having any intention of changing their 
mode of life. On the other hand, it is difficult 
indeed to estimate the number of venereal infec- 
tions which were prevented in a year’s time by 
holding two hundred and forty infected and im- 
moral women in isolation. 


Hopkins, A. H.: The Treatment of Climacteric 
Hypertension. JN. York M. J., 1919, cx, 930. 


This type of hypertension occurs principally in 
apparently healthy women who are overweight at 
or soon after the menopause. They are high-strung, 
intense, excessively nervous, susceptible to worries, 
and very apprehensive. The early evidence of 
trouble is a variable high blood pressure followed 
later by gastric and nervous disorders, headache, 
and cardiac embarrassment. The blood is normal 
and the kidney changes and peripheral fibrosis 
occur only very late. 

The author attributes the cause to the following 
three factors: (1) an alteration in the glands of 
internal secretion; (2) continued nervous strain; 
and (3) constipation. 

These, one or all, result in an increased vascular 
tonicity which in the beginning is spasmodic but 
gradually becomes more constant until, near the 
age of 60, the first evidences of fibrosis appear. 
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From the standpoint of treatment the condition 
may be considered to have three stages: (1) a stage 
characterized by high blood pressure and nervous- 
ness; (2) a second stage with higher and more con- 
stant pressure, gastic neurosis, and cardiac or 
pressure symptoms; and (3) a third stage in the 
sixth or seventh decade presenting the early evi- 
dences of senility. 

In the first stage the hypertension should not be 
attacked too energetically but attention should be 
paid to rest and exercise, diet, elimination, and the 
control of the nervousness. For the latter, the 
author advises corpus luteum, especially by hypo- 
dermic, and for some of the more obese patients 
very small doses of thyroid extract. 

In the second stage the same general treatment 
is indicated, but it must be supplemented by more _ 
active measures such as properly guarded sweat 
baths, nitroglycerin, aconite, benzyl benzoate, or 
blood letting. The latter should consist of the with- 
— of from 250 to 300 c. c. of blood for several 

ays. 

In many cases rest in bed for two or three 
weeks is of very great benefit. The gastric neurosis 
is to be treated symptomatically, the condition of 
the , ee tract first having been investi- 
gated, 

In the third stage the two great dangers are 
cerebral hemorrhage and cardiac decompensation. 
As a rule, drugs are not indicated. Instead, rest 
and general supervision of activities to guard 
against mental and physical strain are advised. 

S. A. CHALFANT. 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Villaneuva, D. F.: Intermittent Intestinal Occlu- 
sion in Pregnancy (Oclusion intestinal inter- 
mitente en el embarazo). Rev. de med. y cirug. 
prdact., 1919, xliii, 233. 

Villaneuva gives a detailed report of two cases of 
intermittent intestinal occlusion observed by him 
in pregnant women. Well-marked symptoms of 
auto-intoxication, which was demonstrated also by 
urinalysis, were present in both. 

The various factors during gestation which might 
cause intestinal occlusion, some of which are ob- 
stetrical in character and others purely surgical, 
are discussed. 

In the two cases reported the uterus was in normal 
position and there were no uterine or pelvic tumors. 
While the small intestine was displaced by the 
gravid uterus, the displacement was not sufficient 
to cause the occlusion. Neither did it seem probable 
that the condition was due to uterine adhesions as in 
such case it would have been persistent. There was 
no evidence of past or present hernia. Intestinal 
invagination is infrequent in adults and associated 
with diarrhoea. Gall-stones and fecal inpaction 
were also considered but were excluded by the ab- 
sence of colic and the intermittent nature of the 
complaint. 

Since he could find no other explanation, Villaneuva 
came to the conclusion that an alteration or dis- 
turbance of the nerve supply of the intestine pro- 
duced the spasmodic obstruction. 

M. M. Matrutes. 


Kaufman, B.: The Relation of Malaria to Preg- 
nancy. JN. York M.J., 1919, cx, 1028. 


In discussing the relation of malaria to pregnancy 
and the puerperium the author contends that the 
presence of malaria need cause no great alarm. It 
may occur during any stage of the pregnancy or 
manifest ‘itself early or late in the puerperium. It 
is encountered chiefly in districts where the disease 
is prevalent in either its acute or latent form. 

No matter when malaria occurs, suitable doses of 
quinine should be administered. It is essential, 
however, that the presence of the plasmodia be 
proved both chemically and microscopically in 
several specimens of blood. That quinine should be 
administered is axiomatic. The exact salt used is 
immaterial so long as the requisite amount is given 
and absorbed. The drug itself is a well-known 
abortifacient but in true cases of malaria its use 
has a directly opposite effect. Moreover, if it is 
not given in sufficiently large doses to overcome the 
infection quickly, abortion or miscarriage will be 
produced by the disease itself. 


Even after the infection has been controlled the 
use of quinine should be continued as a prophylactic 
measure throughout the pregnancy. In this way 
only can a recrudescence or a new infection be pre- 
vented. The best time to take quinine as a prophy- 
lactic is on retiring. 

In malarial attacks occurring during the preg- 
nant state urine examination shows a marked 
amount of albumin. This decreases and disappears 
when the infection has been controlled. 

The author’s experience in badly infected malarial 
districts proves conclusively that the disease must 
be recognized in its early stages and treated with 
quinine in sufficient doses to overcome it. It is 
also essential that the quinine treatment be con- 
tinued as a prophylactic measure during the re- 
mainder of the pregnancy and during the puerperal 
state. 

That malaria does not predispose to eclampsia is 
also quite evident from the author’s study. 

In the case of persons with an idiosyncrasy to 
quinine it is best to start the treatment by giving 
1 c.c. of a 1 per cent sterile solution of quinine and 
urea by hypodermic intramuscular injection. This 
has no ill effect and is well tolerated. The dose 
may be increased until the amount given is suffi- 
ciently large to control even the most obstinate 


ases. 

If during the puerperal state chills, fever, and 
sweats are present in a proven case of malaria, 
quinine may be given for two or three days. If at 
the end of that time there is no change in the clinical 
picture, it is evident that the symptoms are not due 
to malaria. 

Quinine taken by the mother has no harmful 
effect on the child, but the child may be harmed by 
the milk of a mother who has fever. 

The author begins giving quinine immediately 
after delivery and continues it for about ten days 


as in malaria a postpartum rise in temperature 


occurs invariably. 

The reason given for the postpartum recru- 
descence of the disease is that the ergot given during 
or after the third stage of labor causes the muscular 
coat of the spleen to drive the plasmodia held within 
the spleen out into the blood stream and in this way 
a fresh infection in either the fully developed or the 
latent form is set up. 

Postpartum hemorrhage occurred only once in a 
large series of cases and this particular patient had 
not received any quinine. 

The uterus in malaria shows a relative sluggish- 
ness in undergoing natural involution. Quinine 
stimulates this important process. The healing of 
perineal wounds is also slow in malaria. 

N. W. Vaux. 
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Phaneuf, L. E.: Abruptio Placente Associated 
with Spontaneous Rupture of the Uterus; 
with Report of Two Cases. Surg., Gynec. & 
Obst., 1919, xxix, 575. 


CAsE 1. The patient was a primipara 33 years 
of age. Bleeding was started by the jolting received 
while she was riding in a street car. The first signs 
of hemorrhage were noticed at 5:30 p.m. At 8:30 
the same evening the patient showed signs of marked 
exsanguination. 

When the peritoneal cavity was opened consi- 
derable bloody fluid gushed out. The incision hav- 
ing been extended downward, the uterus was found 
ruptured in the median line half way between the 
cervix and the fundus. The rent, which was about 
2 in. long, was through the peritoneum and muscu- 
laris but not through the endometrium. 

Since the tear was longitudinal and in the median 
line, the endometrium was incised over the area of 
the rupture and the incision in the uterus was 
enlarged upward. A small still-born female foetus 
corresponding in size to a pregnancy of about seven 
and a half months was delivered by breech extrac- 
tion. Half the placenta was found to be separated. 
The placenta, the membranes, and large clots 
which filled the uterus were removed. 

This case was almost hopeless from the start, 
but the patient reacted to treatment so well the 
first two days that hope of saving her life was en- 
tertained. Abdominal distention developed, how- 
ever, and death occurred on the fifth day. 

CAsE 2. The patient, a primipara, was admitted 
to the hospital at 9 p.m., April 26. At this time 
she had moderate pains and a pulse of 68. At 
3:45 a. m., April 27, she was bleeding slightly and 
her pulse was go but of good quality. The foetal 
heart had not been heard. An hour later the pulse 
was 120, thready, and of poor quality, and there 
was free bleeding from the vagina. The uterus was 
tense and tonic. 

When the peritoneal cavity was opened a rent 
about 2 in. long was discovered running obliquely 
from the fundus toward the right tube and extending 
through the serosa and muscularis, but not through 
the mucosa. The uterus was incised in the median 
line, and there was practically no bleeding from 
the cut uterine wall. Practically all of the placenta 
was separated. A small still-born foetus at term 
was extracted by the breech, the placenta, mem- 


_ branes and clots were removed, and the cervix was 


dilated from above. The patient was discharged 
well on the twenty-sixth day after operation. 
Epwarb L. CorNeELL. 


Cornell, E. L.: Ruptured Uterus Occurring 
Twice in the Same Patient. Surg., Gynec. & 
Obst., 1919, Xxix, 574. 


‘The patient was a colored woman 27 years of age. 
Her father and mother were living and well. She 
had no sisters or brothers. As a child she had had 
rickets and was unable to walk until she was 5 
years old. At 26 she had scarlet fever. 


In 1913 she was operated upon at St. Luke’s 
Hospital for threatened rupture of the uterus. The 
uterus was found to be intact and the baby lived for 
two days. A classical cesarean section was done. 
On July 27, 1915, she went into labor for the second 
time. In this instance a diagnosis of rupture of the 
uterus was made and another classical cesarean 
was performed at St. Luke’s Hospital several hours 
after labor began. Recovery was good. The baby 
was dead before the operation. 

On Sept. 21, 1918, at 7 a.m., the patient began 
to have pain in the lower abdomen which was cramp- 
like in character and recurred at half-hour intervals. 
At 4 p.m. it became worse and she was scarcely 
able to walk. One attack of the pain was particularly 
sharp, but she did not know when the rupture took 
place. She thought she felt the baby move late in 
the afternoon and evening. At 6 p.m. she decided 
pe 80 to the hospital as she believed that she was in 
abor. 

On admittance to the hospital at 9 p.m. she 
showed signs of abdominal hemorrhage. No foetal 
heart tones could be heard. The condition was 
diagnosed as rupture of the uterus and the patient 
was prepared for operation. At operation the usual 
abdominal incision for the classical caesarean section 
was made. Free blood and clots were found as soon 
as the abdomen was opened. Between the old 
abdominal scar and the uterine scar was a dense 
adhesion made up of omentum and scar tissue. When 
this was severed the uterine scar came into view. 
The rupture was situated in the old scar and was 
about 8cm. long. The placenta, which filled the gap, 
was covered with blood clots. On passing the hand 
through the placenta the sac was found to be intact. 
The foetus was in breech presentation, the back on 
the left side. Delivery was made in the usual manner. 

The child was found to be in a state of rigor mortis, 
and its head was bent and fixed to the left. The 
uterus contracted down nicely. The delivery of 
the placenta was followed by a Porro cesarean 
operation, and the abdomen was closed in the usual 
manner. The operation was practically bloodless. 
A direct salt solution transfusion was given. The 
patient was pulseless for a short time but soon re- 
vived. She was put to bed in fair condition. 

The convalescence was stormy for about six 
weeks. During this time a rather large abscess 
formed in the pelvis on the right side and a severe 
bronchitis developed. Associated with the latter 
was an infiltration of both lung apices so marked 
that an internist made a tentative diagnosis of 
pulmonary tuberculosis. 

The abdominal abscess opened through the lower 
end of the abdominal scar and through the cervix. 
Three days later the temperature dropped to normal 
and the patient went on to recovery. She was dis- 
charged from the hospital nine weeks after the 
operation. Examination four months later showed 
the abdominal viscera to be normal. The patient 
had gained in weight and was in good general con- 
dition. Epwarp L. Cornett. 
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Wolf, E. B.: A Case of Ectopic Gestation which 
Burst into the Rectum. Indian M. Gaz., 
1919, liv, 419. 

The patient, an ignorant country woman ad- 
mitted to the hospital Aug. 7, 1919, complained 
of abdominal pain and obstruction in the rectum. 

Three years previously menstruation had stopped 
for two months when suddenly she had a very 
acute attack of pain in the lower abdomen and a 
slight red vaginal discharge. The pain gradually 
passed off. From that time on she again had sup- 
pression of the menses, noticed that her abdomen 
was larger, and suffered slight intermittent abdom- 
inal pain. Soon she felt abdominal movements and 
her relatives believed her to be pregnant. This 
condition lasted until the ninth month when she 
had severe pain again with tightness of the ab- 
domen. As labor did not set in, however, her 
relatives concluded that the condition was an 
“air tumor” and gave her native medicine to 
‘‘melt”’ it. In the course of several months the 
abdomen gradually decreased in size and menstrua- 
tion was re-established. Slight pain, however, 
persisted in the lower abdomen. Subsequently the 
patient was in comparatively good health until 
six months previous to examination when she began 
to have frequent stools which eventually were 
mixed with blood and mucus. 

Vaginal examination showed a relaxed outlet, a 
firm and enlarged cervix, and induration and in- 
definite masses in the cul-de-sac and both fornices. 
It was impossible to outline the uterus. Rectal 
examination revealed large external hemorrhoids 
and a sanio-purulent fecal discharge with a most 
offensive odor. On introducing the finger a sharp 
cutting edge of a flat bone was felt and the bone was 
removed with some difficulty. This seemed to be a 
portion of a foetal skull. 

At operation there was still an offensive dis- 
charge, and about 3 in. from the external sphincter, 
a little to the right of the mid-line, a mass of bones 
which apparently extended from the cul-de-sac 
into the right wall of the rectum was found. These 
were gradually removed with the fingers. A large 
blind sac with irregular edges was then discovered 
opening into the right rectal wall. Vaginal examina- 
tion after the operation showed that the bulging 
mass in the cul-de-sac had disappeared, that there 
was still some induration in both fornices, and that 
the uterus was in good position, a little larger than 
normal and with slightly restricted movement on 
the right. The patient stood the operation well and 
made an uninterrupted recovery. 

The bones removed numbered 62. There were 
4 very thin cranial bones, the largest, the occipital 
bone, measuring 5 by 3.5 cm.; 22 ribs, the longest 
5 cm.; both femurs, each measuring 5.5 cm.; both 
tibia, each measuring 4.5 cm.; 5 smaller long bones 
hard to differentiate; both iliac bones, each measur- 
ing 2 by 2 cm.; both scapule; 9 small vertebre; 
and 14 imperfect bones difficult to identify. 

Epwarp L, CorNELL. 
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Essen-Moeller: The Results and Indications for 

Abdominal Cesarean Section (Ueber die Erfol- 

ge und Indikationen des abdominalen Kaiserschnitts) . 

i I Versammil. nord. chir. Verein., Christiania, 1919, 
uly. 

In the gynecological clinic at Lund 106 abdominal 
cesarean sections were performed for the following 
indications: eclampsia and premature detachment 
of the placenta, 10 cases with 3 deaths (eclampsia) ; 
placenta previa, 7 cases with 1 death (embolus); 
myomata, 8 cases with 1 death (ileus); mechanical 
malformations, 74 cases with 1 death (peritonitis) ; 
vaginal stenosis and other rare conditions, 7 cases 
with no deaths. 

Of the foetuses 7 were dead before the operation 
and 2 were born alive, but died soon afterward be- 
cause of malformation of the heart and umbilical 
hemorrhage. The others lived. _ 

In eclampsia the author advocates abdominal 
cesarean section only when the difficulties of the 
vaginal cesarean section appear to be too great. 

In placenta previa he does an abdominal ca#sarean 
section only on non-infected patients when hemor- 
rhage is threatening and the width of the cervix is 
such that version is impossible. 

In cases of myoma the indication for caesarean sec- 
tion is either absolute or altogether wanting because 
during the birth the myoma has become pulled up- 
ward from the pelvis. 

In narrow pelves the indication for the operation 
is most difficult to determine. The author discusses 
each operation separately and comes to the conclu- 
sion that when it is certain the patient is not infected 
and the labor pains cannot overcome the obstruc- 
tion, cesarean section is to be preferred to the use 
of high forceps, version, or perforation. 

If the patient is infected, version or use of the for- 
ceps should be tried before perforation of a living 
foetus is undertaken. 

Only when it is not probable that the patient will 
ever be able to give birth to a living child should 
the Porro operation be performed even in the pres- 
ence of infection. W. A. BRENNAN. 


Lecocq, R.: Delivery of a Living Child by Hyster- 
ectomy without Prior Opening of the Uterus 
(L’accouchement par hysterectomie sans ouverture 
préable de l’utérus, l’enfant étant vivant). Ann. de 
gynéc. et d’obst., 1919, Ixxii, 541. 


Removing the uterus containing a living child 
without previously opening it was first done by Rey- 
mond at Paris in 1911. In this instance it was done 
in a desperate case in which the mother’s life was at 
stake. Both mother and child lived. Since then, the 
procedure has been repeated by Reymond in 4 other 
cases and each time the child was saved. In 1 case 
the mother died from general peritonitis, being se- 
verely infected at the time of operation. 

Lecocq’s article is based on these 5 cases and gives 
the history of each. The operative indications in 
the 5 cases were for a hysterectomy or a Porro opera- 
tion. The instruments necessary for the operation 


306 INTERNATIONAL ABSTRACT OF SURGERY 


described in this article are those required for an 
ordinary hysterectomy, As soon as the uterus is 
freed it is removed to another room where the child 
is extracted by an assistant. The surgeon does not 
concern himself with the uterus after its removal. 
In some cases it is necessary to resuscitate the 
child. It is most important that the time between 
the last ligation and the delivery of the child should 
be as short as possible. In the cases reported it 
varied from twenty-seven to thirty seconds. The 
life of the child is not compromised by an interrup- 
tion of the circulation for thirty seconds as there is 
sufficient oxygen in the placentary blood to prevent 
asphyxiation. The hemorrhage following the remov- 
al of the uterus is slight, a fact which is interesting 
when the usual extensive blood loss in the cesarean 
operation is considered. In all of the cases the 
mother was able to nurse the child three days after 
the operation. W. A. BRENNAN. 


LABOR AND ITS COMPLICATIONS 


Macias de Torres: Some New Theories Regarding 
the Mechanism of Flexion and Engagement in 
Vertex Presentations (Algunas ideas nuevas 
acerca del mecanismo de la flexion y el encajamiento 
en las presentaciones de vertice). Thesis, 1919. 


Macias de Torres undertakes to explain the ordin- 
ary means by which flexion is brought about in 
vertex presentations. The older authors supposed 
that the foetus arranges itself in the most favorable 
situation in the limited space available in the uterine 
cavity and that consequently the vertex is presented 


‘ when the head is the lower pole. It has also been 


explained as the effect of the curve of the primitive 
line which persists during all the phases of foetal 
development. In modern times both explanations 
have been discarded since it has been proved by 
direct observation that when engagement does not 
take place during the pregnancy, the foetus presents 
itself at the time of parturition at the superior straight 
in an attitude which might be called indifferent, 
that is, intermediate between flexion and extension. 
It is admitted also that the oblique and transverse 
diameters of the superior straight are sufficiently 
ample to permit engagement without previous 
flexion and that this would then take place afterward 
in the concavity or when the lowest portion of the 
foetus impinges on the perineum, though this is not 
true in the majority of cases. 

Those who admit that flexion may not be pro- 
duced even at the time of engagement try to explain 
it in two ways. Zweifel’s theory is based on the in- 
equality of the arms of the lever on which the 
uterine force works which is transmitted to the head 
by the vertebral column. The axial pressure trans- 
mitted to the head is not distributed equally 
between the facial and occipital portion because the 
point on which the impulsive force acts is nearer the 
occiput than the forehead, the facial arm of the lever 
being somewhat longer than the occipital and the 
vertex, therefore, progressing more rapidly than the 


face. Support has been given also to the theory that 
the foctal head engaged without flexion arrives in 
this manner at the perineal floor and that the flexion 
is caused by the reaction of the pelvic diaphragm. 

That flexion is produced in the concavity, as 
claimed by certain authors, is true is some cases but 
these are few as ordinarily flexion precedes engage- 
ment. On the other hand, the study of the pelvic 
and foetal diameters demonstrates that engagement 
in the indifferent attitude, while possible, would 
require such a compression of the soft parts that it is 
not apt to occur. Furthermore, the maximum 
transverse diameter, the only one which would per- 
mit engagement without flexion, is considerably 
shortened at both ends by the prominence of the 
psoas muscles. To this must be added the fact that 
foetal engagement in the superior straight is pro- 
duced center for center, and since the greatest trans- 
verse diameter is nearer the promontory than the 
pubis, it is not practicable because one of the 
parietal eminences would impinge upon the prom- 
ontory while a considerable space would be left 
between the other and the pubis, and a more anterior 
transverse diameter which might be practicable is 
easily shorter than the oblique diameters. These 
are, therefore, the diameters most easily negotiable 
by the foetal pole. 

For these reasons Macias believes the fact indis- 
putable that in almost all cases flexion must precede 
engagement. Even supposing that this were not so 
and that the head entered the concavity without 
flexion, the theory of Zweifel seems to him to be 
impractical, for while the slightest difference in the 
length of the arms of the occipitofacial lever would 
be sufficient to provoke flexion, the resistance at both 
points being equal, it remains to be proved that this 
resistance is uniform, because if it were ever so little 
greater on the shorter arm of the lever, flexion could 
not be produced. It is, indeed, very probable that 


the resistance which the two cephalic poles encounter 


in their descent through the concavity varies a great 
deal. So far as the possibility that the head of a 
mature foetus would reach the perineum without 
flexion is concerned, the previous arguments 
demonstrate the difficulty of this occurrence in the 
vast majority of cases. 

Becerro de Bengoa explains the deflexion which 
is frequently observed in occipitoposterior presenta- 
tions as due to the diminution of the sine of the angle 
formed by the uterine axis and the vertebral column 
which is produced when the uterus contracts and the 
woman is lying in a horizontal position. By the 
same reasoning applied to occipito-anterior cases this 
explanation would logically require the diminution 
of the sine of the uterovertebral angle to produce 
flexion. A point presented by this theory which 
Macias considers worthy of consideration is that the 
diminution of the value of the stated angle has an 
influence on the flexion or deflexion of the head, 
though he interprets in a different manner the 
mechanism by which this cause works, since to 
admit the theory of Becerro in its entirety it would 
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be necessary for the head to remain fixed with such 
energy at the edge of the superior straight that it 
could not follow the movements of the trunk. 
Flexion which might be produced in this way would 
always be very limited, while as a matter of fact it 
is usually profound, particularly in cases in which 
the presentation is occipito-anterior. 

While Macias accepts none of these theories, even 
in their general lines, he states his beliefs as follows: 

1. The greatest foetal diameter always presents 
according to one of the oblique diameters which as a 
general rule is the left. The only exceptions occur 
in cases of flat pelvis in which the mechanism of 
engagement is somewhat different. 

2. The head of the foetus adopts primarily an 
indifferent attitude. 

3. It is difficult to admit in a general way that 
flexion follows engagement, and in cases of engage- 
ment without flexion parturition is always consider- 
ably lengthened. 

Before explaining his own theory in detail Macias 
describes the anatomical superior straight and the 
clinical straight and compares the planes and axes 
of the two and their relation to the uterine axis. 
For obstetrical purposes, the only planes and axes 
of interest are those which pertain to the clinical 
straight, and as the axis of this is in front of the axis 
of the classical straight, it follows that the uterine 
axis is considerably posterior to that of the plane of 
engagement; i. e., the uterine force does not work 
upon the obstetrical straight directly but with a 
certain inclination. To this fact there are no excep- 
tions except in cases in which the abdomen is exces- 
sively pendulous. If the uterus is represented as a 
tube set up vertically, the superior straight repre- 
sents a narrowing of the tube situated at a somewhat 
higher level posteriorly than in front. As a conse- 
quence, the foetal head which descends in the in- 
different attitude finds itself held up by an obstacle 
which cannot be overcome at the posterior extremity 
of the oblique diameter, while in the anterior portion 
of the same diameter there is no appreciable obstacle 
to oppose its descent. It is not, therefore, as Zweifel 
believes, the inequality of the arms of the lever 
which determines flexion, for then it would be pro- 
duced always and would be equally complete in all 
cases except when the arms of a lever might be equal 
or the posterior longer than the anterior. That 
which determines flexion before engagement takes 
place is the inequality of the resistance which is 
opposed to each of the arms of the lever, i. e., bony 
resistance at the posterior portion and only the 
weak obstruction of the soft parts at the anterior 
portion. Starting from this base, Macias describes 
the manner in which flexion and engagement are pro- 
duced in each type of case. 

In occipito-anterior vertex presentations, the head 
descending in the indifferent attitude finds itself 
detained at the level of the forehead by the sacro- 
iliac synchondrosis, and therefore the impulsive 
force of the uterus encounters an immovable obstacle 
at the level of the forehead and not at the level of the 
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occiput. Thus all the energy is expended upon the 
latter point, causing it to descend forcibly while the 
forehead remains immovable. The consequence is 
a profound flexion presenting in the oblique diameter 
which corresponds to the frontosuboccipital foetal 
diameter, and the head enters the concavity in a 
manner which permits descent and rotation with 
ease, being held back only by the resistance of the 
soft parts. 

In occipitoposterior presentations conditions are 
very different. The occiput being detained at. the 
level of the sacro-iliac synchondrosis and all the 
uterine force acting upon the anterior extremity of 
the head, the face descends and there is always a 
certain degree of extension which may lead finally to 
a face presentation. Occipitoposterior presentations 
have a greater tendency to be transformed into face 
presentations than have occipito-anterior presenta- 
tions, and this Macias considers an argument of 
great force in support of his hypothesis. ; 

The transformation of occipitoposterior presenta- 
tions to mento-anterior presentations, however, does 
not take place in every case. The occiput being 
stationary at the sacro-iliac synchondrosis and the 
anterior extremity of the fronto-occipito diameter 
descending, the result is not the same as in a case of 
occipito-anterior presentation when the diameter 
which presents at the superior straight is a small 
diameter, such as the suboccipitobregmatic. In 
this case the presenting diameter is a large one, 
occipitofrontal or occipitonasal, and the further the 
chin descends, considering the occipital point im- 
movable, the more all the diameters are increased 
from the occipitofrontal to the occipitomental which 
is the largest of all. Consequently the pelvic diame- 
ters become insufficient and the head is detained at 
the level of the superior straight in a position of 
slight extension but unengaged. This accounts for 
the frequency with which vertex presentations in 
occipitoposterior positions remain unengaged until . 
the time of parturition. Even though some of them 
appear to be engaged, it is not so. In reality they 
remain stationery at the superior straight without 
entering it. 

In the moment of parturition, when the uterine 
contractions represent an infinitely impulsive force, 
progress occurs in the following manner: If the 
disproportion between the oblique diameter and 
the foetal presenting diameter is not large, the 
uterine force is able to cause engagement in the 
attitude in which the foetal pole happens to be found, 
but always there will result an engagement with the 
head arranged in such a manner that later move- 
ments of the parturition do not take place easily. 
The slowness of parturition in occipitoposterior cases 
is due to the absence of flexion, and it is equally true 
that in such cases the labor progresses rapidly as 
soon as the head is flexed, always within the con- 
cavity, by one mechanism or another. The greater 
length of the arc of the circle which the occiput has 
to travel in order to pass from the posterior ex- 
tremity of an oblique diameter to the anterior end of 
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the anteroposterior diameter is not responsible, 
therefore, for the difficulties encountered in these 
labors. The proof lies in the fact that the steps 
which are longest are the engagement and the 
descent. Rotation is rapid after a somewhat accen- 
tuated flexion has been obtained. At least in the 
majority of cases this flexion takes place somewhat 
before the foetal pole reaches the perineum. The 
wall of the anterior arc of the pelvis represents a 
bony plane with a uniform inclination, i.e., it can 
be considered bony because the obturator foramen 
is closed by the aponeurosis which is reinforced by 
muscles which contract actively in the moment of 
parturition and make the opening of the obturator 
foramen useless as a means to make the passage of 
the foctal head easier. 

The anatomical condition of the posterior arc is 
very different. After the narrowing which repre- 
sents the superior straight, there is a hollow corre- 
sponding to the lateral surface of the anterior aspect 
of the sacrum and the coccyx. Therefore, the foetal 
head, pushed forcibly through the superior straight, 
encounters anteriorly. a uniform resistance. Pos- 
teriorly, once past the promontory of the sacrum, a 
hollow permits the occiput to progress with relative 
rapidity and consequently a certain degree of 
flexion results which compensates for and over- 
passes the slight extension which was present at the 
moment of engagement. Then follows the difficult 
progression of the foetal head until the occipital end 
reaches the sciatic notch. Here there are no ob- 
structing membranes, as in the anterior portion, and 
the organs which traverse the notch are easily com- 
pressed. Accordingly, the anterior extremity of the 
foetal pole encounters throughout its descent a 
uniform resistance while the posterior end meets 
less resistance and resistance that is uneven. As a 
result there is produced a flexion which is particular- 
ly rapid when the occiput reaches the sciatic notch, 
and once accomplished, the remaining steps go on 
without difficulty. 

Some cases of occipitoposterior presentation are 
irreducible, i.e., rotation does not take place 
spontaneously. If the cause of this anomaly is 
investigated it is seen that flexion is always lacking. 
A certain degree of width in the pelvis at the level 
of the superior straight in these cases or a relative 
smallness of the foetal head does not have a bene- 
ficial influence on the progress of parturition, but 
up to a certain point is rather prejudicial since it 
permits the engagement of the foetal pole in a 
diameter nearer the occipitomental than that which 
is typical, and from this comes a sincipital or a fore- 
head presentation. As a consequence conditions 
are even less favorable to the spontaneous solution 
of this obstetrical problem. 

Another type of case which occurs with great 
frequency in primary occipitoposterior presentations, 
especially in the multipara, is the following: 

_ The head is lying in an oblique diameter and with 
the occiput directed toward the sacro-iliac syn- 
chondrosis, but the diameter is too small to permit 


engagement by a diameter which must be greater 
than the occipitofrontal and less than the occipito- 
mental. The uterine contraction is not able to 
produce engagement and the head therefore re- 
mains a long time upon the superior straight without 
entering it. 

The natural evolution of these cases can be 
summed up in a few words: rotation precedes en- 
gagement. That is, the foetal head turns, remaining 
always free upon the straight until the foetal diam- 
eter takes a frankly transverse position. After- 
ward the occiput becomes anterior so that the 
primary occipitoposterior presentation becomes 
changed before engagement into occipito-anterior. 
After this, the remaining steps take place with a 
truly marvelous rapidity in many cases. In such 
instances it is easy to assume on digital examination 
that the pelvis is flattened as the promontory is 
always especially noticeable in front. This, however, 
is perfectly normal as mensuration will prove. If 
the obstetrician is deceived by the momentary im- 
pression and assumes that the pelvis is flat he will 
do a podalic version with such success that he will 
be much surprised. Many of the brilliant results 
obtained in cases of alleged narrow pelvis treated by 
version are due to this simple explanation, i. e., that 
there is no narrowing but simply an occipito- 

sterior or an occipito-anterior presentation which 
con not engaged as, because of great laxity of the 
abdominal walls, the uterine axis coincides with that 
of the straight or is anterior to it and therefore does 
not permit the mechanical action necessary to pro- 
duce flexion which would effect engagement. 

Another factor which is easily proved clinically 
and lends great weight to the author’s theory is the 
manner in which parturition takes place in flattened 
pelves. In these the anteroposterior diameter is 
shortened in greater or less proportion and conse- 
quently the oblique diameters are also somewhat 
shorter than normal, to the point of impeding en- 
gagement, whatever may be the degree of flexion 
and the orientation of the occiput. Under the influ- 
ence of the uterine contractions, the head turns until 
it reaches the transverse diameter which is not only 
the largest of all in flat pelves, but usually larger 
than in the normal pelvis. In this diameter engage- 
ment takes place, but it will be without flexion for 
flexion cannot be produced since the two ends of the 
transverse diameter are always found at the same 
height and in the descent through the concavity 
the same resistances act upon the occiput and upon 
the forehead since both halves of the pelvis are 
symmetrical. Thus the attitude is indifferent, until 
rotation of the foetal trunk produces rotation of the 
head and conditions change and permit some flexion. 
This fact alone suffices to refute the hypothesis of 
Zweifel, since the inequality of the arms of the lever 
could never produce results more obvious than in 
these cases of engagement in the transverse diameter 
in which the resistances are absolutely equal. 

Of course, there are cases of narrow pelvis with 
engagement of the head in the transverse diameter 
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in which there is a previous very marked flexion. In 
such instances the promontory detains the posterior 
parietal eminence upon which the head turns in such 
a manner that it descends and enters the superior 
straight, the biparietal diameter being replaced by 
the bitemporal which is smaller and permits en- 
gagement. 

The author adds a note on asynclitism. If by 
asynclitism it is meant that one of the parietal 
eminences enters the superior straight before the 
other, the presence of posterior asynclitism is indis- 
putable in normal cases, while in narrow pelves the 
asynclitism usually is anterior. If, on the contrary, 
is meant by asynclitism a lateral deviation of the 
head of the foetus in order that flexion may be ob- 
tained, asynclitism is not present, because all the 
motions which the foetus makes in parturition are 
entirely passive, imposed by the time and the place 
in which the resistances act. Consequently there 
is no external cause which can modify the orienta- 
tion of the biparietal axis, i.e., this diameter, (of 
which the ends are the two parietal eminences) at 
no moment of the progression impinges on the walls 
of the pelvis so energetically that the descent of one 
of them would be impeded or even retarded with 
respect to the other. M. M. Marruies. 


Schulze, A. G.: The Action, Use, and Abuse of 
Pituitrin. J.-Lancet, 1919, xxxix, 584. 


Although pituitrin has been used in obstetrics 
for some years and has given good results when 
employed with caution, its use is attended never- 
theless with a certain amount of danger. The 
nearly ideal condition for its administration is 
encountered in a healthy multipara with fully 
dilated os and ruptured membranes, when presenta- 
tion is normal, the foetus resting on a relaxed and 
easily stretched perineum, and the pains show a 
tendency to lag. The age and parity of the patient 
must be kept in mind, the bladder watched, and 
the condition of the anterior lip of the cervix de- 
termined before the drug is given. The fact that 
a lazy uterus needs stimulation, whereas an ex- 
hausted uterus calls for relief, should also be re- 
membered. 

The dose for intrapartum use should never be as 
much as 1 C¢.c., and the accepted dose is 3 or 4 m. 
An overdose may cause in the mother deep lacera- 
tions of the cervix and perineum, and sometimes 
even rupture of the uterus, and in the child asphyxia 
and cerebral hemorrhage. Pituitrin is used 
after delivery for intestinal distention and retention 
of the urine. Combined with ergotol, it is given in 
cases of postpartum hemorrhage and during cesarean 
section. It should never be used in the first stage 
of labor nor in any stage if the case is normal. 
Neither should it be used to induce labor at full 
term, although it may be employed to hasten the 
termination of an inevitable abortion. 

It should never be used in doubtful cases, and 
only small doses should be given even when its use 
is certainly indicated. F. H. Harms. 
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Bjornson, O.: The Use and Misuse of Forceps in 
Labor. J.-Lancet, 1919, xxxix, §79. 

A narrowing or deformity of the pelvis is com-_ 
paratively rare as an indication for the use of 
forceps. The same is true to a certain extent of 
crossbirths, brow, face, and difficult breech pre- 
sentations, eclampsia and placenta previa. Lesser 
complications more frequently met with are de- 
layed labor due to failure of the head to enter the 
pelvic inlet. This may. be the result of malpositions 
(such as the occipitoposterior position), dispropor- 
tion between the head and the pelvis, misdirection 
of the uterine force (as in over-distention of the 
uterus from hydramnios), multiple pregnancy, or 
laxity of the abdominal wall due to over-distention 
or separation of the recti muscles. After the head 
has descended into the pelvis delay results from 
posterior position of the occiput and disproportion 
between the, head and the pelvis. Lastly there are 
cases in which, owing to slow dilatation of the os, 
increased resistance, or obstruction to the advance 
of the head, the uterine forces give out and uterine 
inertia results. 

Certain conditions must be present before instru- 
ments should be applied: 

1. The head must present by the vertex. 

2. The head should be engaged, i.e., the greatest 
diameter should have passed the pelvic brim. 

3. The os uteri should be fully dilated. Nothing 
could be more pernicious than applying forceps and 
pulling the head through a Joyed dilated os. 

4. The membranes should be ruptured and re- 
tracted over the head. 

5. Uterine contractions should be present in 
sufficient force and regularity to ensure detachment 
of the placenta and closure of the uterine sinuses as 
otherwise a serious or fatal hemorrhage is apt to 
follow. 

6. The occiput should be directed anteriorly. 
This last is not usually given in the textbooks, but 
many of the difficulties of the forceps operation 
would be obviated if the rule were followed. 

Premature administration of chloroform is apt to 
lead to error. It is safest never to administer a 
general anesthetic unless the conditions neces- 
sitating the use of forceps are present. For pain it 
is better to give morphine, chloral, or hyoscine 
instead. 

The author prefers the Neville type of forceps. 
He places the patient in the Sims’ position and 
insists that the obstetrician should wear rubber 
gloves. Such experience as he has had with high 
forceps has been unfortunate. Attempts to push the 
head into the pelvis by suprapubic pressure do no 
harm and sometimes succeed. When the abdominal 
wall is lax a tight abdominal binder applied between 
pains is often of aid. When these means fail resort 
may be had to forceps of the axis traction type. 
Applying forceps to a floating head and giving a few 
pulls to see what happens does no harm, but labor 
must not be finished in this way if there is absolute 
immobility and no response to the traction. The 
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lone practitioner would do a version or, if help were 
available, a craniotomy or cesarean section. 

When the head is in the pelvis the delay in the 
great majority of cases is due to the posterior posi- 
tion of the occiput. Textbooks state that this 
position occurs in about 20 per cent of all labors, but 
in one series of cases the author found it in 50 per 
cent. In either the cephalic or pelvic application of 
the blades there is difficulty in getting them into 
position, and even after they seem to be in place the 
handles refuse to lock. The occipitoposterior posi- 
tion is often not diagnosed until these difficulties 
are experienced. Often a stony immobility is felt 
and after useless tugging the forceps slip. Instead 
of applying the forceps to the occipitoposterior 
position the occiput should be rotated to the front 
with the hand opposite the side toward which the 
occiput points. If the fontanelles cannot be felt, 
feel for the ear. The head should be grasped with 
the thumb and four fingers. To avoid the rotation 
of the occiput back to its old position the back may 
be rotated to the front by placing the four fingers 
over the child’s shoulder blade and the thumb over 
the clavicle and rotating the back to the front. 
This manoeuvre is impossible only when the mem- 
branes have been ruptured a long time and the 
uterus is firmly contracted on the child’s body. 
The occiput may be rotated and held by an assist- 
ant until the forceps are applied. After a pull the 
shoulders will take care of themselves. Rotation of 
the child on its long axis is very much easier than the 
podalic version advised in the textbooks. 

In the less frequently occurring partial dispro- 
portion between the head and pelvis in occipito- 
anterior ‘position, in which the os is dilated, the head 
has descended into the pelvis sufficiently to become 
fixed but reaches the mid-plane or even lower, the 
uterus tires out, and progress ceases, the use of the 
forceps is indicated plainly. To help a tired uterus 
that still has the power to contract and retract is 
good obstetrics, but to extract a child from an 
exhausted uterus which has not that power is to 
expose a woman to a severe hemorrhage. The 
same is true also when the head has reached the 
perineum. F. H. Harms. 


Harrar, J. A.: Median Episiotomy in Primip- 
arous Labor. Am. J. Obst., 1919, |xxx, 705. 


In the New York Lying-In Hospital definite 
lacerations of the lower birth canal which require 
repair occur in about 44 per cent of all primiparous 
labors and in about 10 per cent of all multiparous 
labors. 

Undoubtedly in certain primipare in whom no 
surface laceration is found on careful examination 
there may be a break in the continuity of the deeper 
structures involving the fascia and muscles and their 
attachments. It must be admitted also that in a 
good percentage of the cases of primipare who have 
normal labors the vagina remains sufficiently intact 
for all functional and mechanical purposes. In 
regard to these cases the author considers the ques- 


tion of whether or not a better end-result would be 
obtained by doing an episiotomy before the stretch- 
ing has reached its full extent. 

Not infrequently episiotomy will obviate the in- 
dication for the low forceps operation. If laceration 
of the perineum impends, a jagged or transverse 
splitting or butterfly tear is prevented by a single, 
straight, clean-cut incision. By turning the lower 
end of the incision away from the anus injury to 
the sphincter ani is avoided. If despite good pains 
the vulva is holding the head on the perineum, the 
performance of a properly timed episiotomy will 
prevent serious asphyxia of the child from prolonged 
pressure on the head with its attendant cerebral 
hemorrhage. 

The simple median episiotomy may be employed 
only during the perineal stage of labor and should 
be done with the ordinary light blurt-pointed 
cervical scissors curved on the flat. The forefinger 
being placed in the vagina during a pain, a tense 
band, corresponding to about the location of the 
hymenal ring, will be felt about 14 in. inside the 
distended margin of the perineum. The anus 
should then be pressed to one side with the middle 
finger and the thumb and the scissors introduced 
with the curve pointing in the opposite direction. 
The incision should be begun in the midline, the 
tissues of the urogenital septum being severed in 
the median raphe for about 34 in. It is desirable 
that the incision extend further on the vaginal than 
on the skin surface of the perineum. As the scissors 
close, the incision will curve slightly away from the 
anus. 

This swerve made at the lower end of the incision 
will meet the chief objection to median episiotomy 
raised by those advocating the lateral incision who 
have much to say on the danger of the extension 
of the median cut into the sphincter ani. If more 
room is required or if the levator ani is not well 
dilated and it is necessary, notwithstanding, to 
to make an emergency delivery, the incision should 
be continued into the pararectal space. The incision 
is best made by successive snips rather than by 
one cut. 

Repair may be effected satisfactorily with a few 
sutures of twenty-day chromic gut, and the mar- 
gins of the wound brought together with inter- 
rupted or continuous subcuticular sutures of the 
same material. Unless the incisions are very small 
it is best to do the repair after the completion of 
the third stage of labor. Epwarp L. Cornet. 


Turner, C. E.: The Advantages of Nitrous Oxide- 
Oxygen in Labor. Am. J. Obst., 1919, lxxx, 670. 


The author does not believe that the administra- 
tion of gas diminishes the frequency or force of 
uterine contractions. Disturbances of the cardio- 
vascular function he believes are due to the fact 
that the analgesic line has been passed. 

During the administration of the gas the condition 
of the foetal heart should be examined every half 
hour. If the nitrous oxide has been properly ad- 
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ministered, the lying-in period runs a most favorable 
course and convalescense is rapid. 

The use of other remedies in connection with 
analgesia is also of importance. During the first 
stage of labor morphine is the ideal sedative. It 
should not be given late in this stage nor early in 
the second stage because it is then apt to harm the 
infant. Therefore the nurse should be instructed 
to give it four to six hours before the expected 
delivery. 

Turner advises the administration of ether when 
complete relaxation is desired. This applies particu- 
larly to the use of the forceps. 

Analgesia affords no protection against lacerations 
of the cervix or vaginal walls. 

Epwarp L, CorNeELL. 


PUERPERIUM AND ITS COMPLICATIONS 


Bill, A. H.: Observations on the Problem of 
Hemorrhage in Obstetrical Cases. Am. J. 
Obst., 1919, 1xxx, 708. 


The maternal mortality in cases of antepartum 
hemorrhage including placenta previa and com- 
plete separation of the normally situated placenta 
has been unnecessarily high and postpartum 
haemorrhage needlessly frequent, though not as a 
rule fatal. More definite precautionary measures 
would reduce the mortality of the former and. the 
frequency of the latter. 

Since the more general adoption of c#sarean 
section for delivery in cases of placenta previa and 
accidental separation of the placenta, the ma- 
ternal mortality has been much lower than when 
the older methods, such as accouchement forcé, were 
used. Abdominal hysterotomy is therefore to be 
strongly recommended. 

In the type of case under discussion postpartum 
hemorrhage.is almost certain to result as even in the 
absence of deep laceration of the cervix or injury at 
the placental site of the uterus there is relaxation 
of the uterus due to the previous loss of blood. The 
only way to restore the lost tone to the uterus and 
to control the bleeding is to introduce blood into 
the circulation. 

The transfusion should be begun before the 
delivery and, as nearly as possible, carried on 
simultancously with it. Transfusion should be 
given early if in the physician’s judgment the 
patient has lost so much blood that the further 
unavoidable loss which will occur with delivery will 
in the least endanger her life. 

Recently the author has made a routine practice 

-of administering pituitrin during the third stage of 
labor, and the results in more than 1,000 cases 
treated in this way were most satisfactory.. The 
-contrast between the amount of bleeding in these 
cases and in those in which nothing was administered 
during the third stage of labor is very marked. 
In fact, cases of real postpartum hemorrhage are 
now practically unknown when’ conditions are 
otherwise normal. Epwarp. L. 
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Boorstein, S. W.: Obstetrical Paralysis (Erb’s 
Palsy); With a Report of Seventeen Cases. 
Med. Rec., 1919, xcvi, 790. 

In all forms of flaccid paralysis a great deal can 
be accomplished by orthopedic methods if treat- 
ments are begun early and contractures are 
prevented. 

The author discusses in detail the pathology, 
etiology, roentgen-ray findings, and diagnosis. 

In describing the treatment he divides his cases 
into those which require operation and those which 
do not. For cases in which the upper arm is in- 
volved, support, massage, and exercise are generally 
sufficient if the condition is taken in time, but if 
treatment is delayed operation becomes necessary 
to correct contraction deformities. When the lower 
arm is involved operation is usually necessary for the 
repair of the plexus. Even in these instances, how- 
ever, conservative treatment may be tried for a 
short time before resort is had to operative mea- 
sures. 

To prevent contractures of paralyzed muscles, the 
arm should be put at rest in such a position that the 
stronger muscles cannot contract. This may be done 
by holding it in a plaster cast or by the application 
of a light wire splint. The arm should be abducted 
to a right angle with the torso or perhaps a little 
elevated so as to relax the injured nerve. The limb 
should be rotated outward and the forearm su- 
pinated. The hand may be tied to the upper end of 
the bed. Massage and exercise are of the greatest 
importance and if possible should be used. daily. 
Subluxation and dislocation should be reduced. If 
contractions are present at the shoulder forcible 
stretching under anesthesia may be tried. For the 
repair of obstetrical injury to the brachial — 


‘operation is often necessary. 


The author’s conclusions are as follows: 101 tslo% 

1. Obstetrical palsy »elongs to the domain of 
orthopedic surgery as dues any other congenital 
deformity of a limb. 

2. Obstetrical palsy should be treated according 
to the same:principle as anterior poliomyelitis; afid 
deformities should be watched for and prevented. 

3. The weak muscle should be carefully watched 
and overstretching and over-use avoided. 

4. The shoulder should be put in a splint or brace 
immediately in order to prevent stretching of the 
deltoid, to allow absorption of hemorrhage, and to 
provide for repair of the damaged nerves. — 

5. In most cases the injuries to the nerves are not 
severe and early treatment will effect a cure. 

6. About three months should be allowed for 
conservative treatment. If at the end of that time 
there is no marked improvement, operation on the 
plexus is indicated. 

7. Conservative treatment consists of proper 
support, massage, and exercises. Electricity is of 
no value. 

8. Taylor’s operation on the plexus is very 
beneficial and should be performed if conservative 


-treatment fails. 
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9. The contracted pectoralis major, subscapu- 
laris, and teres major should be cut by Sever’s 
method if successful results are to be obtained. 

10. A patient suffering from this affection should 
be under proper observation until he is at least 10 
years old as slight deformity may persist. 

L. C. DONNELLY. 


McPherson, R.: The Care of the Bowels during 
the Puerperal Period: A Further Report. 
Am. J. Obst., 1919, \xxx, 698. 


The patients were placed alternately in Wards A 
and B as they came from the delivery room. Those 
in Ward A were not given any catharsis, while those 
in Ward B received the usual cathartics given in 
such cases. If no bowel movement occurred in the 
non-catharsis cases, a low saline enema was given 
at the end of the third day. The bowels were then 
not disturbed until another three days had passed, 
when a second saline enema was given. These 
enemata were continued every three days until the 
patient was discharged from the hospital. 

Nine hundred patients were given routine 
catharsis, and 911 no catharsis. Of the 900 who had 
catharsis, 84 at one time or another during con- 
valescence developed a temperature of 100.4 degrees 
twice during twenty-four hours. 

Of the 911 to whom no catharsis was administered, 
53 developed the same temperature at the same 
time. In other words, in approximately 1,000 cases 
of each type the febrile morbidity of those to whom 
no catharsis was given was about one-half as great 
as that of those to whom catharsis had been given. 

The author emphasizes the danger and uselessness 
of routine drugging and warns against the practice 
of attributing certain effects to certain definite 
conditions when there is no adequate proof of any 
relationship between the two. 

Epwarp L. CorNeELt. 


NEW-BORN 


Boero, E. A.: The Survival of the Foetus in Cases 
of Prolapsed Cord without Pulsation (Super- 
vivencia del feto en los casos en que el cordén pro- 
cidente no late). Semana méd., 1919, xxvi, 594. 


Boero reviews an article by Balard in which it is 
shown that the foetus may be alive even though no 
pulsations can be felt in the prolapsed cord and no 
pulsation of the heart perceived by auscultation. 
He quotes five of Balard’s conclusions and states 
that he and other obstetricians can confirm his 
findings. In one instance he found a living foetus in 
a casein which there was no pulsation of the cord 
and the auscultation findings were negative. In 
addition he has had the disagreeable experience of 
extracting by cranioclasis a living foetus which 
he had believed to be dead because of negative 
auscultation findings and the absence of pulsations 
in the cord. : 

For several years, therefore, Boero has examined 
the child’s heart directly by manual intra-uterine 


contact. When the pulsations of the heart cannot 
be heard by auscultation, he applies his finger to the 
precordial or epigastric region of the foetus and thus 
is able to feel even the slightest contraction. This 
method of exploration requires an ample natural or 
artificial dilatation of the cervix but its great 
importance as a diagnostic measure cannot be 
questioned. It has enabled Boero to save more than 
one foetus believed to be dead, and has given him 
absolute assurance that he will not do an embryot- 
omy on a living child. M. M. Martutes. 


MISCELLANEOUS 


Demelin, L.: The Justominor Pelvis (Le bassin 
“mineur”). Rev. frang. de gynéc. et d’obst., 1919, 
xiv, 273. 

The author describes the justominor type of 
contracted pelvis as of two varieties, the adult and 
the infantile, according to whether the form is that 
4 Pry adult woman or resembles the pelvis of the 
child. 

A woman with a justominor pelvis is not a dwarf 
nor of the rachitic or achondroplastic type. She 
is usually well formed but has a narrowness of the 
hips which gives her a masculine appearance. On 
internal examination the entire contour of the 
pelvis can be reached and its conjugate diameter is 
found to be about 9 cm. 

The author gives a number of diagrams with 
dimensions showing the differences in the various 
types of justominor pelvis as compared with the 
normal. 

Very frequently the osseous hypoplasia is asso- 
ciated with important modifications of the soft 
parts as well, such as infantalism of the vulva, 
narrowness and shortness of the vagina, hypoplasia 
of the uterus, etc. Pregnancy may be interrupted 
before term owing to the restriction of space in the 
uterus. This may be repeated, but the interval 


‘between conception and expulsion is increased each 


time so that eventually a mature child may be born. 

The obstetrician is often deceived by the normal 
form of this type of pelvis. However, while the 
child’s head is able to pass into the pelvic canal, it 
remains above the brim and it is impossible to 
deliver it with the forceps. 

When the condition is diagnosed early various 
courses may be followed. Interruption of the 
pregnancy at the end of the eighth month has its 
advocates but the author believes that on account 
of the slowness of the dilatation and other causes 
this has more disadvantages than advantages. In 
his opinion a cesarean operation at term is much 
better. If the obstetrician is compelled to make 
delivery by the natural route, however, the forceps 
rather than version should be chosen as it is im- 
possible to reduce the dimensions of the cephalic 
ovoid by engaging it in the suboccipital bregmatic 
diameter. 

In discussing the pathogenesis of the justominor 
pelvis the author states that he believes it to be a 
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dystrophia of endocrine origin, especially of the 
failure of the hormones of the thyroid and thymus 
in foetal and early life. W. A. BRENNAN. 


Foote, J.A.: Legislative Measures zgainst Mater- 
nal and Infant Mortality: The Midwife Prac- 
tice Laws of the States and Territories of the 
United States. Am. J. Obst., 1919, xxx, 534. 


In the United States the General Medical Board of 
the Council of National Defense appointed a Com- 
mittee on Infant Welfare which in turn named a 
Committee on Midwife Practice (1918). This 
committee, consisting of Dr. Taliaferro Clark, of 
the United States Public Health Service, Dr. J. 
Whitridge Williams, Dean and Professor of Ob- 
stetrics, Johns Hopkins Medical School, and the 
author, believed that a survey of the existing laws 
enacted by various state legislatures would be of 
value in determining what additional remedial 
measures would be necessary to improve the 
present situation. 

There is no uniformity of law or even of required 
standards. The establishment of competent and 
reliable teaching centers to educate women in this 
work seems hardly possible, even if it were de- 
sirable. The ideal regulation seems to be that in 
which the midwife is told many things which she 
must not do and is placed in the position of a more 
or less well-trained obstetrical assistant. Williams 
believes that community centers, even in rural 
districts, with paid physicians as supervisors and 
well-trained obstetrical visiting nurses as educators, 
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would solve the problem of the midwife and her 
training. With a supervising nurse to counsel her 
and watch her and a physician to make a pre- 
liminary examination who is available in case of 
need, the midwife would cease to be a practitioner 
of medicine and surgery menacing the health and 
the life of the mother and child, and would occupy 
a definite place and fill a definite need in the scheme 
of social welfare in every community. 

The regulations prescribed by the Commissioner 
of Health of New York City are perhaps the best 
midwifery laws now in force. To apply this set of 
rules to smaller or rural communities, however, it 
would be necessary to modify it in its details, though 
not in its essentials. 

Uniform legislation for the enforcement of birth 
registration and ophthalmia prophylaxis, for proper 
inspection of the midwife by both the Health and 
Police Departments of the city or state, and for the 
prohibition’ of unsupervised obstetrical practice 
by any midwife however theoretically qualified, 
are the minimum essentials in which all state and 
city laws should be in complete uniformity. These, 
in the main, were the recommendations in the 
unpublished report of the Sub-Committee on Mid- 
wife Practice, recommendations which were based 
partly on the somewhat negative findings of the fore- 
going digest of laws, but more largely on the long 
study and experience of Dr. J. Whitridge Williams 
in community obstetrics and Dr. Taliaferro Clark’s 
facility in dealing with problems of public health. 
Epwarp L, CornELL. 


GENITO-URINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Dederer, C.: Autotransplantation of the Kidney. 
J. Am. M. Ass., 1919, |xxiii, 1836. 

Dederer succeeded in transplanting the left kid- 
ney of a dog into the neck, uniting the renal artery 
with the common carotid and the renal vein with 
the external jugular. Two weeks later, a right 
nephrectomy was performed. The dog lived ‘for 
more than four months, and died as a result of hydro- 
nephrosis. The signs of the developing hydrone- 
phrosis were characteristic; there was an apparent 
enlargement of the kidney in the neck and hyper- 
trophy of the ureter evidenced by a strong squirting 
of the stream of urine. H. W. PLacGeMever. 


Braasch, W. F., and Carman, R. D.: Renal 
Fluoroscopy at the Operating Table. J. Am. 
M. Ass., 1919, Ixxiii, 1751. 

While it is true that large numbers of renal stones 
are easily diagnosed and removed, the stones that 
are small and flat, especially those deep in a calix or 
projecting into the cortex, offer difficulty both in 
diagnosis and treatment. Even with the aid of 
pyelography it may be impossible to differentiate 
extrarenal stones which are obscured by the pelvic 
outline, to identify small stones when the pelvic out- 
line isnormal, and to differentiate bet ween calcareous 
patches in the kidney cortex and actual kidney stones. 

The roentgenogram and pyelogram usually afford 
accurate data as to the location of a renal stone, but 
often fail in disclosing whether the stone is free 
in the upper calix, has become impacted in the end 
of a calix, or projects into the cortex. When the 
presence of a renal stone is definitely proved, the 

‘stone may be difficult to locate, especially if it is 
situated at the bottom of a calix, if walled off by in- 
flammatory or cicatricial tissue, or if palpation is 
rendered difficult by the venous congestion of the 
kidney consequent to delivery. Needling and cor- 
tical incisions, which are often resorted to in these 
cases, may cause considerable destruction of the 
kidney tissue as well as increase the danger of sub- 
sequent hemorrhage. What appears to be a single 
stone may actually be two or more stones lying close 
together or overlapping each other and what is 
apparently a large branched stone may actually be 
a small distinct stone. Moreover, a large stone may 
form an outline that suggests several smaller stones. 
In such cases, even after considerable search, there 
may be a doubt in the surgeon’s mind as to whether 
any stones remain in the kidney. The removal of 
one stone that conforms to the roentgen shadow mz. 
seem all that is necessary. 

There is a possibility that fragments of the stone 
may have broken off, or that portions only loosely 


connected with the original stone are left. This is 
especially apt to occur in cases of soft stones, when 
the ends are impacted in the calices, and when 
putty-like masses of crystals adhere to the stone. 
Because of these difficulties surgery for renal 
lithiasis has often been unsatisfactory. Many so- 
called cases of recurrence of renal stone are due to 
incomplete removal at operation. A roentgenogram 
after operation will establish the presence of frag- 
ments or stones, but places the surgeon in the 
embarrassing situation of advising further sur- 
gery which will be more difficult than the original 
operation. 

Fluoroscopic examination of the kidney brought 
out of the incision is a more accurate method of 
examination. The apparatus recommended is 
practically the same as that used in the army base 
hospitals except for certain minor changes necessary 
to adapt it to civil practice. The unit is small and 
compact, occupying less than 21% sq. ft. of floor 
space, and is operated from an ordinary lamp socket 
without special wiring. The fluoroscopist having 
first secured dark-room accommodation of his eyes 
by the preliminary wearing of smoked glass goggles 
will be able to indicate with a sterile metal-tipped 
pointer any stones or fragments remaining in the 
kidney, or pronounce the kidney free from foreign 
bodies. R. L. LatcHem. 


Kretschmer, H. L.: The Diagnosis of Ureteral 
Calculi. Surg. Clin. Chicago, 1919, iii, 1503. 

Many shadows in the ureteral area which in the 
beginning of roentgen-ray diagnosis were attributed 
to stones, were found upon operation to be due to 
other causes. This source of error was largely elim- 
inated by using shadowgraph catheters which 
proved the suspicious shadows to be of extra-ureteral 
origin. There still remained, however, a small 
group of cases in which, though the shadowgraph 
catheter and the shadow were apparently side by 
side, it was impossible to state definitely whether or 
not the shadow was caused by a ureteral stone. 

To reduce the possibility of error in these doubtful 
cases it is now the custom to have stereoscopic 
roentgenograms taken. The author’s method of 
diagnosis in this type of case is as follows: 

“In a given case of suspected stone the shadow- 
graph catheter is passed and the patient taken to 
the X-ray room where a double exposure is made on 
a single plate with a shift in the tube.” 

In cases of stone in the ureter both exposures will 
show the shadow of the stone and the shadow pro- 
duced by the shadowgraph catheter lying side by 
side. When the shadow-producing body is of ex- 
tra-ureteral origin and in the same plane as the 
catheter, the first exposure will again show the two 
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shadows lying side by side, but the second exposure 
will show a definite space between them. 

The author calls attention also to the retrograde 
movement of ureteral calculi, citing instances ia 
which stones have migrated from the lower end of 
the ureter even as far as the kidney. 

Non-operative procedures should be used to dis- 
lodge and remove the stone whenever possible, and 
operation is indicated only when it is certain that 
the stone cannot be removed by this means. Be- 
cause of the danger of peritonitis, the operation 
should always be extraperitoneal, never intraperi- 
toneal. J. P. 


BLADDER, URETHRA, AND PENIS 


Padua, R. G.: Cystolithiasis among Filipinos 
in Association with Dietetic Deficiency. 
Phillipine J. S., 1919, xiv, 481. 


Osborne and Mendel in a series of dietetic experi- 
ments*on lower animals found phosphatic calculi in 
the urinary passages of rats that had been sub- 
jected to a ration of inadequate nutritional value. 
As a result of these findings, the author carried on a 
twofold investigation: (1) to show the possible 
application of this hypothesis to a people collectively 
noted for an unbalanced, essentially avitamine diet 
such as that common in the Philippines; and (2) to 
discover the chemical composition of vesical calculi 
in Filipinos. 

The ordinary daily ration of the Filipino masses 
consists principally of rice vegetables in moderate 
amount, and very little meat or fish. The rice is at 
times so improperly prepared that most of the 
pericarp, where the vitamines are supposed to be, 
has been removed. This almost exclusively vege- 
tarian diet, low in phosphorus and protein, may re- 
sult in diseases of metabolic or nutritional de- 
ficiency, such as beriberi. 

Fifty-eight cases were studied. Of the first 48 the 
author had no personal knowledge as the histories 
were taken from hospital records and the calculi 
obtained from the museum. In the last 10 cases, 
however, the patients were studied by the author 
from their entrance into the hospital until their 
discharge. The clinical history records of the entire 
58 cases were collected and the essential points con- 
densed. The patients were Filipinos of different ages, 
sex, social condition, occupation, etc. Except in the 
last 10 cases the history of beriberi was unreliable. 
Fortunately, most of the hospital records showed the 
degree of bodily development and nutrition. On 
admission most of the patients were of relatively 
low vitality, as was shown by their prolonged con- 
-valescence after operation. 

The series of cases is divided into 4 groups: 
Group 1, eleven patients giving positive signs of 
beriberi; Group 2, eighteen patients with no re- 
liable history of beriberi, but undernourished and 
belonging to the poorer class; Group 3, twenty- 
three patients who were well developed and well 
nourished; and Group 4, six patients regarding 
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whose nutritional condition the author had no 
knowledge. 

The calculi were cut in approximately two equal 
parts, one-half being used for analysis and the other 
being returned to the museum. The various layers 
of the stone were then peeled off and each layer was 
weighed individually, the total weight of the stone 
being computed. Each layer was then ground to a 
powder, a small amount of which was dissolved by 
the aid of gentle heat and dilute hydrochloric acid. 
After filtration of the solution 2 drops of the filtrate 
were put on a slide and subjected to the action of 
ammonia vapor beneath a shallow glass container 
for about fifteen or twenty minutes. The crystal or 
sediment formation was then examined and identi- 
fied under the microscope. 

It should be recalled that in the presence of a 
binding substance a stone is formed around a 
nucleus, and that the nucleus may be a mass result- 
ing from an inflammatory process of the vesical 
mucosa, such as pus, blood, or bits of necrotic tissue, 
foreign bodies, such as fragments of bougies, pins. 
silk sutures, or a stone formed previously in the 
kidney or earlier in the bladder, around which other 
layers of stone have been formed which have the 
same or a different chemical composition. 

The layers of various chemical substances in a 
bladder stone may be due to a change in the com- 
position of the urine secondary to a modification of 
the general metabolic processes. According to 
Sondern, the abnormal condition during which the 
nucleus is formed may be temporary and the stone 
may continue to grow in size even if normal urine is 
excreted. Once the nucleus is formed, the tendency 
is toward a more or less continuous deposit of prac- 
tically the same chemical substances in almost the 
same proportion. It is possible, however, that with 
the decline of health usually secondary to faulty 
metabolism and nutrition, unfavorable fermentative 
changes may take place within the bladder, causing 
the formation of a second layer of stone of distinct 
chemical composition and thereby making the 
primary calculus the nucleus of a second stone. 
Still other changes may occur and a third layer of 
different chemical composition may be formed. 
Consequently, for a given stone there are as many 
stone formations as there are layers, and these may 
or may not be physically and chemically distinct 
from one another. : 

The percentage of primary phosphatic calculi 
(nuclei) as determined by these tests was greatest in 
Groups 1 and 2, being 45.4 and 72.2. Primary urate 
calculi were found most frequently in Group 3, the 
percentage being 43.5. In Group 4 phosphatic com- 
position predominated. 

As a whole, the total phosphatic estimates give an 
incidence of more than 50 per cent in the total 
number of calculi among Filipinos. It is apparent, 
therefore, that the inadequate dietetic conditions 
and concomitant nutritional disorders, such as beri- 
beri, among Filipinos favor the formation of phos- 
phatic stones. J. P. O’Ne. 
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Kolischer, G., and Eisenstaedt, J. S.: Lesions of 
the Female Urethra: Demonstration of 
Four Cases. Surg. Clin. Chicago, 1919, iii, 1499. 


In this clinic there were presented four very 
interesting cases of urethral lesions in women. In 
the first case the diagnosis was neuro-angioma; in 
the second, angioma cavernosum; in the third, 
angiosarcoma; and in the fourth, inflammatory 
granuloma of gonorrhceal origin with fissure forma- 
tion. 

The question of the treatment of the tumors in the 
first three cases is discussed. The indication for 
surgical removal in all was identical. Removal with 
the knife and closure with suture, however, often 
may be a difficult and tedious task and followed in 
many instances by multiple and rapid recurrences. 
On the other hand, the destruction of these growths 
by the actual cautery is an easy matter and if done 
thoroughly gives lasting results. Whether the 
cauterization should be done by actual cautery 
agents, by means of the Paquelin cautery, the 
galvanocautery, or by fulguration is a matter of 
choice. To prevent recurrences of angiosarcoma 
cauterization should be followed by radiotherapy. 

In discussing the fourth case presented the authors 
state that as long as the granulations and ulcera- 
tions in the mucosa persist in this condition infec- 
tion will be maintained and therapy, therefore, must 
be radical. They advise the scraping of the granu- 
lomata with a sharp curette through an_ endo- 
scopic tube and the thorough cauterization of the 
ulcerations with a fine galvanocautery. 

H. L. KretTscuMer. 


GENITAL ORGANS 


Watson, M. E.: The Colliculus Seminalis at Birth. 
With a Report of the Origin, Development, and 
Zonal Distribution of Its Gland Tubules. J. 
Urol., 1919, iii, 269. 

Serial sections of the colliculus seminalis and 
adjacent posterior urethra of a male infant at birth 
were made and studied. Four reconstructed draw- 
ings with photomicrographs of cross sections of the 
verumontanum illustrate the article. 

The first evidences of the development of the 
collicular elevation are three narrow ridges on the 
floor of the posterior urethra which begin just out- 
side the internal vesical sphincter. These are com- 
posed of connective-tissue bands. They gradually 
increase in height until when 0.3 mm. in length they 
fuse and form the upper extremity of the verumon- 
tanum. At this point they are o.1 mm. high. The 
prominence thus formed increases both in height 
and breadth until at the point of greatest dimensions 
it measures 4 mm. long, 1 mm. high, and 1.5 mm. 
wide. It terminates in three ill-defined ridges, the 
inferior striae, which decrease in size and finally 
become a part of the floor of the posterior urethra. 

The verumontanum is made up of the prostatic 
utricle with its opening on the summit and the 
ejaculatory ducts .on either side opening into the 
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urethra. In the substance of its posterior and 
middle thirds are many tubular glands. The study 
here reported is concerned principally with the origin 
and arrangement of these latter glands which may 
be classified into three groups: (1) those of mucous 
membrane origin, (2) those of prostatic origin, and 
(3) those arising from the sinus pocularis or prostatic 
utricle. 

The first group of glands are found in the upper 
third of the organ, arising immediately beneath the 
union of the superior strie. They follow a course 
through the verumontanum almost parallel to the 
posterior urethra to a point about the middle of the 
prostatic utricle where they open into the prostatic 
urethra through the sides and top of the veru- 
montanum. ‘They are located near the surface of 
the organ with their blind ends pointing toward the 
bladder. Twenty-six tubules of this type were 
found. These glands are the first developed, being 
present by the fourteenth week of foetal life. 

The second group of glands occupy approximately 
the middle third of the organ. They are the largest 
of the three and have an extensive distribution. 
Their blind ends are situated well within the deeper 
substance of the verumontanum and course upward. 
The majority open along the sides of this structure, 
a few along the midline. The orifices of the latter 
are in front of the openings of the utricle and ejacu- 
latory ducts. These tubules -.extend further forward 
than any of the others. Twenty-eight of these 
tubules.were found. These glands can be recognized 
by the sixteenth week of foetal life. 

The third group of glands arise from the evagina- 
tions of the walls of the utricle. Of the three groups 
these are the smallest and their walls and lumina 
are the most irregular. Their long axis is practically 
parallel to the floor of the urethra, and their blind 
ends are directed toward the bladder. They open 
into the .utricle. These glands are confined for the 
most part to the anterior part of the utricle. A few, 
howéver, are situated in its middle portion. There 
are none in the posterior third. They are located 
principally beneath the utricle in the midline as only 
a few are found and open on the sides of this organ. 
Twenty of these glands were discovered. These 
glands appear by the twenty-fifth week of foetal life. 
By the thirty-first week the prostatic utricle has 
opened into the urethra. H. G. Hamer. 


Heitz-Boyer: Prostatectomy by the High-Fre- 
quency Current (Prostatectomie par la haute fré- 
quence). Presse méd., Par., 1919, xxvii, 616. 


Heitz-Boyer reports the first results of the em- 
ployment of the high-frequency current for prosta- 
tectomy. As early as before the war he performed a 
prostatectomy in this way by the natural routes in 
3 cases. In 2 more recent cases, using first the air, 
and then the water urethroscope, he destroyed the 
median lobe in beginning prostatic hypertrophy. 
During 1919 he used the method through the open 
bladder in 12 cases, in 3 of which the general condi- 
tion was very poor and the prostate very large. : 
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The object of the method is to eliminate the great 
complications of Freyer’s operation, hemorrhage 
and infection, which are facilitated by the large 
absorbing surface formed by the site of the prostate 
after enucleation. In the Heitz-Boyer procedure 
there 1s practically no hemorrhage as the current 
causes hemostasis, and there is no absorbing sur- 
face as coagulation occurs in the site of the prostate. 

In the first case here reported, which was operated 
upon more than five months ago and in which the 
prostate was very large, complete evacuation of the 
bladder is now possible and posterior urethroscopy 
demonstrates complete repair of the prostatic 
urethra. 

The indications for the new method cannot yet 
be given definitely, but the procedure widens the 
limits of operability as it may be used in the treat- 
ment of those whose condition will not permit them 
to withstand the Freyer operation. 

W. A. BRENNAN. 


Jackson, H.: Chorio-Epithelioma of the Testis, 
with Report of a Case. J. Am. M. Ass., 19109, 
Ixxiii, 1868. 


The subject of chorio-epithelioma in the male has 
been little understood until recently and no doubt 
many cases have been overlooked, especially in 
America. The author’s case is the first to be reported 
in the Middle West. 

Marchand’s dictum that chorio-epithelioma oc- 
curs only in the female in connection with pregnacy 
has been responsible for the failure of both patholo- 
gists and surgeons to recognize the condition in the 
male. Schlagenhaufer was the first to prove the 
occurrence of a tumor of this kind in the testicle 
(1902). Since then, the author has collected 81 cases 
from the literature and has added one of his own. 

The condition may be suspected clinically in 
young adults .in cases of so-called “mixed tumor” 
of the testis when, on cut section, masses resembling 
recent and old blood clot are found associated with 
cartilage, bone, cysts, etc. (teratoma). 

The pathogenesis of foetal tissues in the male, and 
especially of cells derived from the chorion, is obscure. 
More recently it has been explained as the develop- 
ment parthenogenetically of an undeveloped sperm 
cell, or the latency and late growth of an isolated 
blastomere that is carried over from the ovum in 
the anlage of the testis. 

Pathologically the gross appearance of chorio- 
epithelioma is that of recent and old blood clot with 
grayish trabeculation. This is associated with a 
teratoma showing different types of tissue, especially 
cartilage and glandular tissues. Often the growths 
are cystic and they may show portions of organs. 
As a rule they are well circumscribed and grow 
slowly for months or years until suddenly they be- 
come malignant and grow more rapidly, producing 
metastases. In two reported cases the breasts 
hypertrophied and secreted colostrum. 

The trabeculz show cells that are typical of those 
found in the layer of Langhans and the syncytium of 


the chorion. Metastases, which occur by way of 
the venous system, are most commonly found in the 
lungs and liver. In late cases with such metastases 
there may be cough, loss of weight, and bloody ex- 
pectoration simulating tuberculosis. The enlarge- 
ment in the scrotum is then looked upon as a second- 
ary tuberculous involvement. The tumor may also 
be regarded as sarcoma because of the blood content, 
or as a mixed tumor because of the different 
cellular elements of the teratoma. 

Over 80 per cent of the tumors of the testis are 
teratomatous in origin. The term “mixed tumors” 
should be discarded. An X-ray of the lungs in 
cases in which metastases have formed reveals 
multiple rounded and well-defined shadows of vary- 
ing diameters. 

The finding of a tumor mass in a teratoma which 
on cut-section resembles old and fresh blood clot is 
pathognomonic of chorio-epithelioma. 

In cases of tumor in the scrotum with hemoptysis 
and loss of weight the possibility of metastases from 
a chorio-epithelioma or sarcoma should be considered 
before making a diagnosis of tuberculosis. 

The author’s case was that of a man 23 years of 
age. About three years previously the patient 
had noticed a small hard nodule near the upper 
pole of the right testis which gradually grew 
larger till it attained the size of a hen’s egg. It was 
painless and never reducible. About three months 
ago the mass suddenly grew much more rapidly and 
at the time of examination it was the size of a grape- 
fruit and tender to the touch. The patient had lost 
5 lbs. in weight within the last month and had 
noticed shortness of breath and slight hemoptysis 
within the past week. 

The tumor mass was removed under general 
anesthesia as it was well encapsulated within the 
tunica albuginea. It had completely obliterated 
the testis.and epididymis. The wound healed by 
primary intention. In the course of the next three 
weeks the respirations became more rapid and 
labored and death occurred with symptoms of 
cedema of the lungs. 

Autopsy showed marked pulmonary oedema and 
the presence of about forty haemorrhagic, friable 
nodules varying in size from that of a hazelnut to 
that of an English walnut scattered throughout both 
lungs. One similar nodule was found on the anterior 
surface of the liver. 

Microscopically sections taken from various parts 
of the main tumor mass revealed areas of cartilage 
intermixed with areas of connective tissue and cysts 
lined by flat and cylindrical cells. The cysts were 
quite numerous and many of them microscopic in 
size. The connective tissue was lymphoid in char- 
acter. In one area were large spindle-shaped cells 
with little or no stroma. In other areas the tissue 
was myxomatous and in the central portions was 
undergoing necrosis. There were numerous blood 
vessels throughout the section. 

Sections taken from the hemorrhagic areas revealed 
blood cells, some fairly well preserved, others in 
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various states of degeneration. Interlacing the areas 
of blood cells were many bands of fibrin of vary- 
ing thickness. ‘Toward the periphery were bands of 
fibrous tissue infiltrated with round cells upon which 
lay a tissue that was characteristic of the chorio- 
epithelioma seen in the female. Surrounding the 
numerous wide blood spaces of this region were cells 
composed of nuclei which varied in size and shape. 
Some of these were clustered together and simulated 
giant cells. The nuclei stained darkly and were 
surrounded by a cacuolated cytoplasm but no defin- 
ite cell wall. They encroached upon the walls of the 
blood spaces and in some instances were found with- 
in the blood spaces. Beneath this syncytial tissue 
were cells with smaller nuclei surrounded by a 
vacuolated cytoplasm and a definite cell wall. 
These were in a papillary arrangement and re- 
sembled the cells of Langhans. 

Sections from the metastases in the lungs showed 
a similar picture except that the hemorrhagic areas 
were smaller and the syncytial areas proport:onately 
larger. 


Reel, P. J.: A Consideration of Varicocele as 
Applied to Men in the Navy. Mil. Surgeon, 
1919, xlv, 688. 

Varicocele should present no bar to duty at sea 
with the navy, though Reel pleads for a better 
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understanding and greater consideration of these 
cases. 

The author divides the condition into three gen- 
eral types: (1) varicocele producing no psychic or 
reflex disturbances and annoying only because of the 
weight and consequent traction on the cord; (2) 
small or medium-sized varicocele with marked 
nerve symptoms; and (3) medium-sized varicocele 
which never gives any trouble and should be left 
alone. In cases of the second type operative pro- 
cedure is absolutely essential to obtain beneficial 
results. 

In the surgical treatment, the author prefers the 
inguinal type of operation under local anesthesia. 
After the cord has been isolated and a small amount 
of anesthetic injected, a longitudinal incision is made 
through the sheath, the vas and artery are identified 
by sight and touch, and the veins are separated. The 
portion of the veins to be removed is crushed at 
both ends with hemostats, ligated, and excised. 
The stumps are then transfixed, tied again, and 
returned to the sheath. In 6 cases in which the 
vessels were embedded in fat a reef was taken in the 
veins and a bridge formed by sewing them together 
with a portion of the fascia underneath. Elevation 
of the scrotum and rest in bed for ten days are 
important details which reduce postoperative pain 
and swelling. H. W. PLAGGEMEYER. 


SURGERY OF THE EYE AND EAR 


EYE 


Van Duyse, G., Jr.: Colobomatous and Microph- 
thalmic Eyes. Brit. J. Ophth., 1919, iii, 529. 


The pathologic study reported was made on the 
eyes of a year-old rabbit. The left eye was some- 
what smaller than normal. Both showed the fol- 
lowing changes: 

1. The optic nerve was represented by a very 
short peduncle and the eye was entirely detached 
from the brain. Only the distal part of the nerve 
was developed; the proximal part was found to be 
aplastic. 

2. There was a large chorioretinal coloboma be- 
low, and at this place a hyaloid mass (mesodermal 
tissue) formed a crest in the vitreous chamber 
around the hyaloid artery. About this crest the 
retina was formed irregularly and in some places 
several layers of the retina were clearly visible. 
For the most part, however, the cells were without 
arrangement and embryonic. Posteriorly in one eye 
a part of the retina had been herniated and had 
formed a cyst. 

3. The lens occupied practically all of the rest of 
the vitreous chamber, and in each lens four nuclear 
arcs were seen, two of which weie posterior and 
two anterior. 

4. There was an entropion of the iris, the pupil- 
lary margin being curved in and backward, thus 
covering the pigmented border. There was also a 
large coloboma of the iris. T. D. ALLEN. 


Bell, G. H., and Tousey, S.: Non-Operable Tumor 
of the Orbit and Brow Treated Successfully 
with Radium. Report of a Case with a Few 
Remarks. Arch. Ophth., 1910, xvii, 531. 


The patient was a woman 65 years of age who 
about nine months previous to her appearance at 
the clinic had received a blow on the forehead. 
Subsequently a lump had appeared which at times 


was painful, Although Wassermann tests were 


negative, she had been given antisyphilis treatment 
for six months. 

At the time she came to the hospital she had an 
enormous tumor of the orbit and brow. The 
cornea was ulcerated and perforated and there was 
bleeding from the mass of the tumor. The entire 
orbit was filled with the growth, the lids were 
greatly swollen, and the cornea could be seen pro- 
jecting between the lids. 

The Wassermann test was again negative. The 
X-ray findings indicated a tumor mass filling 
the entire orbit and softening of the bone in parts 
of the orbital walls. 

_ Applications of 20 mg. of radium salt of two mil- 
lion activity were made. The radium was enclosed 


in a sealed glass tube which was enclosed in an 
aluminum treatment tube. The aluminum tube was 
then wrapped in a lead wrapper about 1/50 in. thick 
and placed in the soft rubber cover from an Ober- 
lander urethrometer. For ‘treatment the tumor 
was divided into points 134 in. apart. The radium 
was left in each point for one hour at a sitting. At 
first the growth was so large that there were six 
such areas. 

Two weeks after the first treatment a shriveling 
of the skin was noted. The tumor then began to 
subside quickly, the decrease in size being so rapid 
that toward the end of treatment the radium was 
applied to only two areas. At no time were there 
any cutaneous reactions. The first treatment was 
given Dec. 19, 1917, and the patient was _pro- 
nounced cured April 1, 1918. At the latter date 
the shrunken globe that remained was removed 
under local anaesthesia. 

The cosmetic result with the use of prosthesis 
was perfect. No laboratory report is offered, how- 
ever, as the patient was so weak that it was thought 
best not to subject her to the added operation neces- 
sary to procure a specimen. The authors are con- 
fident, however, that they were dealing with a 
sarcoma. 

Mention is made also of the use of radium in eye 
conditions by others. The work of Aikins in cases 
of rodent ulcer, vernal catarrh of the eyelids, and 
exophthalmic goiter is cited, as is also that of Axen- 
feld who successfully treated a glioma in a child. 
Clark treated a sarcoma of the orbit by doing a 
canthotomy and after splitting the external rectus 
muscle inserting a tube of radium which he left in 
place for a period of four hours. This procedure was 
repeated every two weeks. A _ nuclear cataract 
which developed after six months might possibly 
have been due to the radium. 

Five cases of leucosarcoma in which Clifford ob- 
tained good results with radium are reported. 
Radium is especially advised when the tumor growth 
is slow as in tumors of the iris, 

The authors are convinced of the great value of 
radium in the treatment of tumors of the eyelids. 
orbit, and brow when syphilis can be ruled out and 
believe that it should be given a trial before resort 
is had to surgery. When syphilis and tuberculosis 
can be ruled out it may be used also for tumors of 
the iris and should be seriously considered for all 
other intra-ocular tumors. In the treatment of 
epithelioma of the eyelids radium is the best agent 
at hand as the dosage can be readily controlled. In 
spring catarrh it seems to be almost a specific. 
Before radium is used as a therapeutic agent, how- 
ever, a search should be made for sources of focal 
infection. J. S. Crark. 
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Benedict, W. L.: Intracapsular Extraction of 
Cataracts. Minnesota Med., 19109, ii, 461. 

The advantages of intracapsular extraction of 
senile cataracts consist of comparative freedom 
from iritis, long periods of reaction during the 
absorption of retained cortical matter, few com- 
plications, and the elimination of the possibility of 
after-cataract. Days and weeks of time in con- 
valescence are saved, and within a few days the 
patient can return to work with good vision and 
with visual acuity that will improve instead of 
becoming less acute. The method is of distinct 
advantage to elderly persons who bear hospitaliza- 
tion rather poorly and with whom time may bea 
factor of great importance. 

The intracapsular method of extracting senile 
cataracts as devised by Smith, known as the Smith- 
Indian operation, brought about the revival of the 
intracapsular operation introduced by Pagenstecher 
in 1863 and soon afterward abandoned. Much dis- 
cussion as to the advisability of this operation has 
been aroused in this country and in Europe, and 
attempts to devise safer methods of extraction have 
given rise to wide variations of the technique in 
present use. Among the new instruments devised to 
remove the lens by pressure or traction or a com- 
bination of the two may be mentioned the cystotome, 
hook, vectis, ‘‘detacher,” reclinateur, spoons, glass 
rods, and vacuum extractor. 

According to the Smith-Indian method pressure 
is applied to the outside of the globe. Objections to 
this method, which seem to have been well sustained, 
are abrasion of the corneal epithelium, the loss of 
vitreous at the side before the lens is delivered, and 
prolapse of the iris. The latter objection was re- 
moved by iridectomy. The danger of abrading the 
corneal epithelium has been decreased by the use of 
a delivery hook with a rounded side and blunt end, 
but injury to the posterior corneal epithelium 
causing striped keratitis still remains a factor in 
delaying visual acuity when considerable buckling 
of the cornea is necessary to express the lens. In- 
jury to the cornea was lessened by first dislocating 
the lens with a reclinateur, and vitreous loss was 
made much less probable by using less pressure than 
necessary to rupture the zonula and by the use of 
_ improved lid retractors. 

In 1910 Knapp began using the Kalt forceps to 
dislocate the cataractous lens before expressing it by 
the Smith-Indian method. A year later Stanculeanu 
reported a method of extraction according to which, 
after the usual section and iridectomy, the anterior 
capsule of the lens was grasped with a capsule 
forceps without teeth designed to hold the capsule 
without tearing it and the Jens was moved from side 
to side and up and down to rupture the zonular 
attachment. The forceps was then removed and the 
lens delivered by pressure exerted on the globe with 
a spoon. 

Toeroek stated that if capsule forceps instead of a 
cystotome are used, a hypermature cataract with 
thickened capsule often does not rupture, but the 
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zonula gives way and the lens is delivered in the 
capsule. To imitate this accidental delivery in the 
capsule he aided the rupture of the zonula by apply- 
ing intermittent pressure on the globe below the 
cornea with a Daviel spoon, at the same time mak- 
ing side to side movements with the forceps. As 
soon as the zonula ruptured, the pressure on the 
cornea became continuous and followed the lens, as 
in the von Graefe extraction. The lens was de- 
livered with its lower edge first. A loss of vitreous 
occurred in only 2 of 37 successful extractions. 

The Kalt forceps was recommended to the author 
as being well adapted for the removal of the ante- 
rior capsule in performing the usual extracapsular 
extraction, and its use was begun for that purpose. 
In a few instances the lens became luxated and was 
expressed in the capsule with a Daviel spoon after 
the usual manner. There was no loss of vitreous and 
the eyes healed without incident within a very few 
days. The extraction of the lens in the capsule was 
next attempted in selected cases. The capsule was 
grasped with the forceps, traction and side to side 
movements being made. Often the intact lens was 
pulled successfully through the incision without the 
application of pressure to the globe. Quite as fre- 
quently, however, the capsule ruptured before the 
zonula gave way or as the lens was being delivered. 
It was possible to rupture the zonula more easily by 
applying pressure below the lens by means of a 
Daviel spoon after grasping the capsule than by 
means of side to side movements with the forceps. 
It was further evident that the lens could be raised 
slightly to engage in the wound even before the 
zonula gave way, and that thereby the escape of 
vitreous around the side of the lens was prevented. 
Accordingly, traction upward or toward the wound 
was combined with pressure on the globe below, care 
being taken that the traction on the capsule was not 
sufficient to rupture it. When the zonula gave way, 
the lens immediately engaged in the wound without 
turning or “tumbling.” Pressure with the Daviel 
spoon was then made to follow the lens as described 
by Toeroek until the lens was slightly more than half 
through. From this point the lens was removed by 
the use of the forceps alone. This having been done, 
the iris pillars were replaced, the conjunctival flap 
was adjusted, and the eye was closed.in the usual 
manner. 

It soon became evident that some types of 
cataract are not well suited to this method of ex- 
traction. In general these fall into the classes 
described by Knapp and Toeroek. Most of the 
successful attempts were made on sclerosed lenses. 
Many cataracts thought to be well adapted to this 
method were found to have friable capsules with 
rather tough zonule, and the amount of manipula- 
tion necessary to express them in the capsule would 
have been much greater than that required to open 
the capsule and remove the soft part of the cortex 
remaining after the expression of the nucleus by 
stroking the cornea and irrigating the chamber. 
Frequently even soft white lenses with tough 
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capsules could not be removed by this method 
because of the difficulty in grasping the capsule. 
Also juvenile and traumatic cataracts were not 
easily removed in this manner. 

In the past eleven months, 24 of 100 extractions 
were successfully done by combined expression and 
traction as described. The patients were all elderly 
persons, most of them over 60 years. The time of 
development of the cataract varied from six months 
to more than twelve years. In 9 of the 24 cases the 
bodies were large and sclerosed. Fifteen were soft, 
including immature and hypermature lenses and 
lenses with white fluffy looking cortices. Vitreous 
was lost in 3 cases, the loss being due each time to a 
squeeze by the patient before the capsule forceps was 
introduced. In every instance. however, the 
amount was very small. After the lens was grasped 
the vitreous receded and did not again appear in the 
wound. One patient squeezed violently as the for- 
ceps was applied, expelling the lens still in the grasp 
of the forceps but without loss of vitreous. Another 
had a deeply set eye with an extremely small 
palpebral opening (it would not admit the author’s 
smallest speculum), atrophic conjunctiva, and 
obliteration of the fornices from old trachoma and 
pannus. This patient was an old woman who 
desired better light perception and insisted on 
having an operation despite an unfavorable prog- 
nosis. As the incision could not be made with a 
knife, it was started with a keratome and finished 
with the scissors. The lens was hypermature and 
delivered easily without loss of vitreous. The pa- 
tient was discharged in five days with a well-healed 
wound. Six months later she could see to get about 
without glasses. 

The 1 enty-four extractions by combined ex- 
pression and traction do not include several extrac- 
tions in which the capsule was ruptured after the 
lens had engaged in the wound. This is due as often 
to pressure on the cornea as to a pull on the forceps, 
and occurs in both soft and hard cataracts. The 
collapsed capsule may be removed without difficulty 
and the chamber may be irrigated to remove any 
retained cortex with no more inconvenience than is 
experienced in the ordinary extracapsular extrac- 
tion. One patient developed iritis with ciliary in- 
jection and pain on the third day. The complica- 
tion yielded to atropin and moist heat, however, and 
disappeared by the tenth day. The average length 
of time the author’s patients remained under 
observation after the operation was ten days. 


Knapp, A.: Subretinal Exudate Simulating Sar- 
coma of the Choroid, with Anatomical Examin- 
ation. Arch. Ophth., 1919, xlviii, 559. 


The case reported was that of a man 71 years of 
age who stated at the time of examination that the 
sight in the right eye had been failing for four months, 
and that that of the left eye had been poor for several 


years. Vision R. 1/200, L. 10/200. The general 
examination was negative. Ophthalmoscopic ex- 
amination revealed {a sharply defined circumscribed 
detachment of the retina in the macular region and a 
solid subretinal mass which was dull white in color 
except for a small amount of irregular mottling. A 
diagnosis of sarcoma of the choroid was made and 
the eye enucleated. 

The detailed report of the pathologic findings is 
summarized as follows: 

“The mass which was taken for a sarcoma of the 
choroid proved on histological examination to be 
composed of fibrous tissue presumably the result of 
either an organized exudate or of a blood clot. The 
choroid showed no inflammatory infiltration. Its 
vessels as well as those of the retina were normal.” 

Reference is made to similar cases reported by 
Hird, Coats, Leber, and Friedenwald. In some of 
these also the same error in diagnosis was made 
previous to operation. J. S. CLark. 


White, L. E.: Retrobulbar Neuritis from Posterior 
Accessory Sinus Disease, with Report of 
Seventeen Cases. Ann. Otol., Rhinol. & Laryn- 
gol., 1919, Xxviii, 793. 

After reviewing the literature, White reports 17 
cases of retrobulbar neuritis, all but 2 of which 
were operated upon. In one of these cases the eye 
remained permanently blind and in the other the 
patient died from a sarcoma. Of the 15 cases in 
which operation was performed all but 1 were 
improved. Inthis case the eye had been practically 
blind for months, and the operation was undertaken 


to determine what effect, if any, the opening of the © 


sphenoid would have on the dilated veins of the 
fundus. Normal vision was obtained in 7 cases; 
in 3 there was marked improvement though some 
atrophy; and in 4 there was only slight improvement. 
The failure in these last cases was due to the chronic 
nature of the disease and the delay in operating. 

An early operation would have saved more of 
the vision. In 7 cases the toxemia from the pus 
seemed the chief factor; in 8, hyperplasia was the 
predominating lesion; and in 2 pressure played the 
leading réle. In 7 cases the nasal examination was 
negative while in 6 the X-ray findings were positive. 
Negative findings, however, by no means contra-in- 


‘dicated an operation. The middle turbinate was 


removed in all of the cases operated upon and the 
sphenoid opened in all but one. The posterior 
ethmoid cell was opened as a matter of routine, but 
unless infection was suspected the other ethmoid 
cells were not disturbed. The complete exenteration 
did not seem necessary in most cases. The Sluder 
technique of removing the middle turbinate and 
opening the sphenoid was followed. In practically 
all cases Wassermann and neurological examinations 
were made and the condition of the teeth investi- 
gated. Orrto M. Rorrt. 
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Ballenger, H. C.: A Study of 100 Cases of Sus- 
pected Chronic Nasal Accessory Sinus Disease 
with a Report of the X-Ray Findings. Illinois 
M.J., 1919, xxxvi, 316. 


As a result of his study the author draws the 
following conclusions: 

1. The chief difficulties in deriving the full 
benefits of roentgenograms properly taken and 
developed are: (1) the reading of the plates, i.e., 
the determination of the presence or absence of 
abnormal shadows or outlines, and (2) the proper 
interpretation of the plates and the correlation of 
these findings with the clinical data. 

2. The X-ray is a valuable supplement to clinical 
diagnosis, and when so considered, error in diagno- 
sis is reduced to a minimum. 

3. Valuable surgical information can be gained 
as to the presence or absence, the size, shape, depth, 
etc. of the sinuses. 

4. Thickening of the mucous membrane of the 
sinuses due to operations, infections, irritations, etc. 
will produce a cloudy appearance or an indistinct 
outline of the sinus in the plate. 

5. As a guide to the postoperative progress the 
X-ray is of little assistance in cases of chronically 


‘diseased sinuses. 


6. The X-ray is usually essential to determine 
whether the condition involves several sinuses or is 
confined to a single sinus or part of a sinus. 

O. M. Rorrt. 


THROAT 


Patterson, N.: Diathermy. Lancet, 1919, cxcvii, 
1020. 


The author gives a general discussion of dia- 
thermy as used in malignancy since its introduction 
in 1910. In describing the instruments and tech- 
nique he states that the purpose is to use a high 
frequency current which reverses its direction about 
1,000,co9 times per second. One electrode is placed 
over the chest or abdomen, and between it and the 
skin are interposed layers of lint saturated with 
normal saline. The electrode used for destruction 
of the tissues may be of any shape. Its handle is 
insulated and the operator wears rubber gloves. 
The resistance offered to the passage of current 
produces heat which coagulates the albumin in the 
tissue. The electrode is applied before the current 
is turned on, and the current is switched off before 
the electrode is removed. The current is gradually 
increased until bubbles appear in the tissue when 
the electrode is changed to a different area. 

In tumors of the buccal cavity and oropharynx 
especially diathermy is indicated because excision 


is usually impossible or hazardous. In tumors of 
the base of the tongue, epiglottis, and larynx, sus- 
pension is desirable for exposure. Occasionally 
surgical means are necessary to obtain good exposure. 
The following are given as advantages of diathermy 
over cutting methods. 

1. Bloodlessness. Occasionally, however, a de- 
layed hemorrhage from the slough results. 

2. Total destruction of the tissues in the 
neighborhood of the terminal and the impossibility 
of cell implantation. 

3. Sterilization of the parts. All organisms are 
killed by the heat. 

4. Strictures some distance from the electrode 
are destroyed. 

5. Near-by vascular structures are sealed up so 
that absorption of Dacteria and toxins is less apt to 
occur. 

6. Shock is generally much less than after a 
cutting operation. 

7. The ease with which diathermy can be applied 
in cases of recurrence. 

8. The scar is denser and spreads further into 
the surrounding tissues. 

9. Exposure is less difficult. 

10. The field is bloodless and therefore the tumor 
can be better defined. 

11. Age is not a contra-indication. 

12. The growth is approached practically always 
from the mucous membrane surface. 

The tumor should be defined and all tissue 34 in. 
beyond its borders should be destroyed. When pos- 
sible, complete excision with the use of the diather- 
my electrode is perhaps the best. A sharp elec- 
trode may be used in relatively bloodless areas. When 
time is an element the author occasionally dissects 
the tumor with a knife and then uses the electrode 
over the entire raw surface. Ether should be avoided 
as an anesthetic as there is danger of igniting the 
vapor. 

The author uses the suspension apparatus in 
every case of doubtful exposure. Dental sepsis, 
while not a factor in diathermy, should be attended 
to. In cases in which the larynx is involved a pre- 
liminary laryngotomy or tracheotomy should be 
performed. Because of the possibility of delayed 
hemorrhage the author frequently ligates the blood 
supply to the area involved before using diathermy. 
The cervical glands, when involved, should always 
be removed when operable. 

The after-treatment of diathermy consists chiefly of 
measures for cleanliness and a liberal diet. Hamor- 
rhage is taken care of in the same way as in cutting 
operations. As soon as the slough is removed the 
patient is encouraged to sit in a wheel chair. 

H. R. Lyons. 
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Dabney, V.: Delayed Secondary Hzmorrhage 
Complicating Tonsillectomy. Ann. Otol., 
Rhinol., & Layyngol., 1919, xxviii, 697. 

Secondary hemorrhage is rare, especially ten days 
after operation. The author presents four cases in 
which bleeding occurred more than twenty-four 
hours after operation for the removal of the faucial 
tonsils. The first two operations were performed 
under local anesthesia without adrenalin, and the 
others, under ether and with the cold snare. 

The first case was that of a girl 18 years of age. 
The hemorrhage occurred on the second day and 
was checked by holding ice firmly in the fossz. 

In the second case there was very free bleeding 
during the operation and secondary hemorrhage 
six hours afterward. Ten days later bleeding oc- 
curred again while the patient was walking on the 
street. 

In the third case the tonsillectomy had been 
performed by another surgeon one week previously 
and there had been much difficulty in arresting the 
flow of blood at the time of operation. During the 
five days the patient remained at the hospital there 
was no further hemorrhage. Two days later, how- 
ever, he was awakened by a sensation of strangula- 
tion and found his mouth full of blood. As it was 
impossible to check the flow for more than a few 
minutes at a time, he was again taken to the hos- 
pital. There, under general anesthesia. a jagged 
tear in the middle third of the posterior pillar was 
discovered and clamped. 

The fourth tonsillectomy, done under ether and 
with the cold snare, was the second operation per- 
formed on the tonsils and was unusually difficult. 
Bleeding with the formation of a clot in the fossa 
occurred six days after operation. The hemorrhage 
was stopped by packing with soft gauze sponge 
which was allowed to remain for twenty-four hours. 
A few minutes after the removal of the packing, 


however, the bieeding recurred and packing was 
again necessary. 

The cause of these secondary hemorrhages can- 
not be stated definitely, but in the author’s opinion 
a possible explanation lies in the fact that a slough, 
involving the vessels may have become separated 
during the operation. 


MOUTH 


Nodine, A. M.: Impacted Lower Third Molars. JN. 
York M.J., 1919, cx, 762. 


The predisposing causes of impaction of lower 
third molars are: (1) defective embryonic develop- 
ment; (2) perverted development; (3) malnutri- 
tion; (4) syphilis; (5) rachitis; (6) neurotic ten- 
dency; (7) eruptive fevers; (8) anemia; (9) artifi- 
cial feeding; (10) scurvy; (11) cretinism; and (12) 
idiocy. The exciting causes are: (1) arrested maxil- 
lary development; ¢2) undue thickening and resist- 
ance of the overlying tissue; (3) undue stimulation 
of the inferior dental nerve by pathologic conditions 
producing nutritional changes that intensify the 
bone in the region of the impacted tooth; (4) mal- 
position due to contacted dental arches; (5) severe 
traumatism to the jaws causing deposition of lime 
salts in the cancelous tissue; (6) too early loss or 
extraction of deciduous teeth producing abnormal 
density of the cancelous tissue of the mandible: 
(7) improper orthodontic treatment; (8) improper 
or excessive pressure in orthodontic cases; (9) in- 
flammations of the jaw bones caused by decayed 
teeth; and (10) a local increase in the density of the 
bone brought about by inflammation of the peri- 
dental membrane extending into the alveolar pro- 
cess. 

The general effects of impacted teeth are func- 
tional, nervous, and mental disorders, paralysis of 
the arm, tonic spasm of the upper extremities, 
nervousness, insomnia, epilepsy, etc. 

M. N. FEDERSPIEL. 
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